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ADDRESSES AND ORIGINAL ARTICLES 





THE NOSE AND THROAT 


IN RELATION TO THE RHEUMATIC DISEASES * 


By Harotp BaARweE tt, M.B. Lond., F.R.C.S. Eng. 


CONSULTING SURGEON FOR DISEASES OF THE THROAT AND EAR 
AT 8T. GEORGE’S HOSPITAL, LONDON ; SURGEON FOR 
DISEASES OF THE THROAT AND EAR AT THE 
8ST. JOHN CLINIC 





An attack of acute rheumatism or rheumatic 
fever is normally preceded by an acute infection of 
the fauces with a hemolytic streptococcus, which 


‘often is only of slight severity. Indeed, it is usually 


a clinically mild and transient infection of the throat 
that precedes the most severe attacks of rheumatic 
fever. After this there is a symptom-free interval 
of a few days to a few weeks before the onset of 
rheumatic symptoms. Further attacks, or recur- 
rences, of acute rheumatism are similarly preceded 
by streptococcal pharyngitis. There is little room 
for doubt, then, that acute rheumatism is caused by 
streptococcal infection, but the mechanism by which 
the effect is produced is still uncertain. It does not 
appear to be a septicemia, and suppuration never 
occurs; it seems rather to be related to a faulty 
method of dealing with bacterial toxins. Dr. Coburn 
(1936) of New York has recently put forward evidence 
from which it appears that there is a definite delay 
in the immune responses of rheumatic, compared 
with those of non-rheumatic, people, and that the 
patient who develops an attack of rheumatic fever 
“handles the products of the hemolytic strepto- 
coccus in a peculiar way.” It would seem to be this 
peculiar response which determines the incidence of 
acute rheumatism. 

Streptococci attack especially the lymphoid tissue 
of the throat, the largest collections of which are 
represented by the faucial and, in young people, the 
nasopharyngeal tonsils; and it is certain that the 


incidence of acute infection of the fauces is diminished 


by tonsillectomy. When, therefore, a sore-throat 
has been followed by rheumatic fever, it is proper 
that the tonsils should be removed. But numerous 
smaller nodules of lymphoid tissue remain scattered 
over the pharynx, and acute pharyngitis can and 
does occur after tonsillectomy, so that this operation 
does not with certainty prevent recurrence of acute 
rheumatism, though it makes it less probable. 


CHRONIC RHEUMATISM 


Chronic rheumatic diseases may be divided into 
an osteo-arthritic type, a rheumatoid type, and the 
non-articular forms. The osteo-arthritic type is not 
caused by bacterial toxemia, but rather by dis- 
ordered metabolism, as in scurvy, hemophilia, gout, 
or the climacteric, or by organic nervous diseases 
such as syringomyelia and Charcot’s disease. It can 
also, however, be secondary to arthritis of the rheu- 
matoid type, which may itself be of infective origin 
but, when it comes to be classified as osteo-arthritis, 
organic changes are so advanced that benefit cannot 
be expected to result from treatment of any focal 
sepsis. 

Arthritis of the rheumatoid type may be the result 
of specific diseases, as in tuberculous and syphilitic 
arthritis, be caused by the gonococcus, be part of 
an invasion by pyogenic organism as in pyemia and 
septicemia, or may follow on dysentery, scarlet 





5016 lecture delivered at the St. John Clinic on Dec. 18th. 


fever, and rheumatic fever; the two latter being 
themselves due to the streptococcus. In these the 
disease is clearly due to bacterial infection, but in 
the great majority of cases the causation is less obvious. 
The Classification Committee of the Royal College of 
Physicians of London, which recently sat under the 
chairmanship of my colleague, Mr. Timbrell Fisher 
(1936), cautiously included them under the heading 
of “unknown etiology,” but “with known asso- 
ciated factors,” being of opinion that the «#tiological 
significance of toxic foci had not yet been definitely 
established. Nevertheless, their causation appears 
to be similar to that of acute rheumatism, for in a 
considerable proportion toxic foci are to be found, 
and it is only to be expected that in many cases the 
source of toxemia should escape detection. It is 
in any case certain that ablation of a toxic focus 
has a beneficial effect on the course of the disease in 
a large number of cases, and that the discovery and 
removal of focal sepsis is an important part of treat- 
ment. This applies with perhaps even greater force 
to non-articular forms of rheumatism, or fibrositis, 
which may be intramuscular, causing painful nodules 
within the muscles, may affect fasci#, or by attacking 
the perineural sheaths produce neuritis. Traumatism 
and exposure to cold are direct causes, but a 
toxic focus is predisposing and is probably present 
whenever fibrositis is persistent or recurring. 


Sources of Infection 


The organism concerned is usually Streptococcus 
hemolyticus or viridans, but sometimes, according to 
Sir William Willcox, the Bacillus coli. The septic 
focus may be situated in the teeth, in the tonsils 
and nasal sinuses, or in the abdomen, and this order 
probably corresponds to the relative frequency of the 
sites. Although chronic suppuration of the ears 
is common enough, I cannot recall an instance 
where aural sepsis was incriminated as a cause of 
rheumatism. 

THE TEETH 


Of dental sepsis I would only say that it is very 
common, that some forms, such as apical abscess, 
cannot be excluded by clinical examination, but 
only by radiograms, of which both the making and 
interpretation require special skill and experience, 
and that the practice of extracting teeth indiscrim- 
inately in chronic rheumatic affections is happily 
passing away. 

ABDOMINAL VISCERA 


In the abdomen the most frequent source of sepsis 
is the appendix, which contains aggregations of 
lymphoid tissue around a diverticulum in an arrange- 
ment very similar to that of the tonsil. Septic 
conditions of the gall-bladder have come into pro- 
minence of recent years with better methods of 
diagnosis. Septic diseases in the pelvis in women 
are also important. Toxemia from the colon is 
naturally difficult to exclude or confirm; I am not 
competent to express an opinion on its relative 
frequency. 

NASAL SINUSES 


The diagnosis of nasal sinusitis is usually easy 
from the symptom of purulent nasal discharge, 
especially when unilateral, and from the discovery 
of a localised stream of pus in the nares,-but some 
so-called latent cases with scanty discharge are very 
difficult to recognise. Transillumination is of some 
help in suspected suppuration of the antral and 
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frontal sinuses, but the findings must be interpreted 
with discretion ; much relative dullness of one antrum 
is especially significant, but may be the result of old 
cured inflammation; on the other hand, one occa- 
sionally finds pus in an antrum which lights up 
clearly. Transillumination gives less assistance in 
the frontal sinuses, for they are more often asym- 
metrical. If one sinus is dark and the other lights 
clearly, this may be due to disease or to a small 
cavity with thick walls. But the method is still 
useful in conjunction with skiagraphy, for, if the 
dark sinus is thus shown to be of normal size, it is 
probably infected. A series of skiagrams is helpful, 
particularly if a fluid-level is shown; a thickened 
lining is proof of an unhealthy condition, but may be 
the result of allergy or of past inflammation, and not 
of sepsis. Neither the making nor the interpretation 
of these skiagrams is easy; it is most important 
that standardised positions be chosen and accurately 
used. Exploration gives positive results, but is 
difficult except in the case of the antrum; normal 
saline should be injected into the cavity and sucked 
out with the syringe. If pus be found the diagnosis 
is established ; when a clear lotion is returned, if 
sinusitis be strongly suspected, it should be sub- 
mitted to bacteriological examination, for it may 
prove to be definitely infected ; but I am not inclined 
to attach significance to a clear lotion containing a 
few bacteria. 
THE TONSILS 


" Next to the teeth the tonsils are the commonest 

source of focal sepsis. Here, too, indiscriminate 
removal in rheumatic patients is strongly to 
be deprecated, though if no relief results less 
harm has been done than by wholesale extraction 
of the teeth. 

The diagnosis of tonsillar sepsis is easy in many 
cases but is difficult in others, and as usual it is 
much more difficult to exclude an unhealthy condi- 
tion than to confirm it. Many septic tonsils are quite 
small and “buried” or deeply placed behind the 
anterior pillars. An important sign is redness of 
the anterior pillar; in typical cases this shows as a 
broad red band with a well-defined outer margin, 
and often extends on to the palate in the region 
overlying the upper pole. When the patient is 
anemic, as many rheumatic people are, the contrast 
with the pallor of the rest of the fauces is very notice- 
able. The tonsil should be squeezed, after cocainisa- 
tion if necessary, with a flat instrument; the back 
of a nasopharyngeal mirror is very convenient, and 
may also be used to retract the pillar to aid inspection 
of a buried tonsil. Another method is to aspirate 
the tonsil with a suction-cup designed for the purpose, 
when pus will be drawn from any septic crypt. If 
fluid pus oozes out of the crypts on pressure, it is 
sure evidence of sepsis. Solid masses of cheesy 
material or epithelial debris are not uncommon in 
one or more crypts, but should not by themselves 
be taken as evidence of a toxic focus. There is also 
a condition called pharyngokeratosis, in which 
yellowish-white projecting nodules cover the tonsils, 
that is apt to be mistaken for chronic follicular 
tonsillitis, but the nodules are firm and hard and 
are often to be.seen beyond the tonsils, on the base 
of the tongue and on the pharyngeal wall; these 
are not a source of toxemia. The examination of a 
swab rubbed over the surface of the throat is of little 
value, for numerous organisms, including strepto- 
cocci, are normally present in the mouth. It is much 
more helpful to examine a bead of pus expressed 
from a tonsillar crypt and carefully picked up on a 


swab, when a copious growth of S. hemolyticus or 
S. viridans is significant. Glands in the neck are 
often slightly enlarged and tender in chronic ton- 
sillar sepsis, especially the so-called ‘“‘ tonsillar ” 
glands below the angle of the jaw near the carotid 
bifurcation ; this is a valuable sign. I attach con- 
siderable importance to the history ; the tonsils are 
suspect when a patient is subject to attacks of sore- 
throat, even though they appear healthy when 
examined during a quiescent period. Sore-throats 
are of still more significance when they are followed, 
as often happens, by increase of the rheumatic 
symptoms. 

Cases of mild tonsillar sepsis, especially if limited 
to a few crypts, can be improved and kept in better 
condition by syringing or wiping out the crypts 
with hydrogen peroxide or iodine, and the patient 
may be taught to do this for himself. Periodical 
aspiration with a suction-cup is also useful. Deep 
puncture with a galvanocautery point may be 
employed into or between the crypts; if applied to 
a crypt the point must be a fine one and be inserted 
well down to the bottom, or the crypt will merely 
be sealed up and absorption from it increased. But, 


‘when toxemia has caused rheumatic symptoms, 


more thorough treatment is usually necessary. The 
most satisfactory method of treatment is undoubtedly 
tonsillectomy. With modern technique, and especi- 
ally with particular care in the ligature of all bleeding 
points, the danger of this operation, even in elderly 
people, is very slight. I have removed a tonsil, 
which was growing rapidly and which, it was thought, 
might contain a neoplasm, from a lady of over 80 
years of age; healing and convalescence were as 
rapid and satisfactory as in any younger patient. 
But many patients dread this operation, and many 
desire a method of treatment which does not involve 
absence from their work. 


An old method of treatment with caustics, used 
by Sir Morell Mackenzie, was revived some 18 years 
ago by Irwin Moore (1919). It consists in applying 
once or twice a week on a special applicator equal 
parts of caustic soda and hydrated lime made into 
a paste with absolute alcohol. This is called “‘ London 
paste’ and produces after five seconds’ application 
a deep red patch streaked with black hemorrhagic 
areas and followed next day by a yellow slough. 
The procedure can be made painless by careful use 
of cocaine, but is not free from after-pain; after 
some 6-8 applications the tonsil is considerably 
reduced in size, but I have not persevered to its 
complete ablation by this method. 

Of all forms of treatment, apart from tonsillectomy, 
diathermy coagulation is the most efficient. It is not 
an easy method but, on the contrary, demands 
considerable technical skill, or harm instead of good 
may result. Graham Brown (1932) of Brisbane has 
reported 6 cases in which toxemic symptoms were 
seriously increased by diathermy of the tonsils, and 
in one of which subacute multiple articular rheu- 
matism appeared for the first time during treatment. 
The danger lies in producing a dense layer of fibrous 
tissue which seals or “ bottles up” septic lymphoid 
tissue beneath it. To avoid this it is essential to use 
a finely pointed electrode and to remove the tonsils 
systematically. Pain during the procedure can be 
almost abolished by careful local anzsthesia. I find 
very helpful the application to the area to be cauterised 
of a small pledget of cotton moistened with Bonain’s 
solution, composed of equal parts of cocaine hydro- 
chloride, menthol, and phenol, which liquefy to a 
syrup on mixing together. If too much is done at a 
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time considerable after-pain is caused, and the 
operator must endeavour to strike a correct balance 
by doing enough to make progress while causing 
little pain ; with experience this will be found quite 
feasible. The treatment may be applied once a week 
or once a fortnight to each tonsil; it is often a good 
plan to treat alternate sides at each weekly sitting. 
At this rate 3-4 months are usually required for 
complete removal. The greater part of the tonsil 
can be removed quite quickly, but a number of 
treatments may be required for the destruction of 
the last deeply placed portions. The tissues are 
sterilised for some distance beyond the area of 
necrosis, so that rheumatic symptoms may be 
improved at an early stage of treatment. 

Some patients become free from symptoms, and 
remain well over a long period, with treatment short 
of complete removal. Others are symptom-free for 
a time but relapse with subsequent reinfection of the 
tonsillar remnants; and in others, again, a satis- 
factory result is only to be obtained by complete 
ablation. As might be expected, the patients who 
refuse tonsillectomy are apt to be nervous and 
intolerant of pain, and are therefore difficult subjects 
for this method of treatment. Children are unsuit- 
able, and so also are those people who, in spite 
of training and of all gentleness, retch and gag 
intractably when the throat is touched. 
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CHOLINE ESTERASE ACTIVITY IN 
DISEASE 


WITH SPECIAL REFERENCE TO MYASTHENIA GRAVIS 


By Murray McGerorce, M.B. N.Z. 


(From the Department of Medicine, British Postgraduate 
Medical School, and Hammersmith Hospital) 


THE intense pharmacological effect of acetylcholine 
has been well known since its first description by 
Hunt and Taveau (1906). Dale (1914) analysed this 
effect, and showed that acetylcholine had both a 
parasympathomimetic, or ‘‘ muscarine,”’ action and 
an action resembling that of nicotine on ganglionic 
cells and muscle-fibres. He also emphasised the 
extraordinary evanescence of this effect, and suggested 
that it was probably due to hydrolysis into choline 
and acetic acid by an esterase in the blood. 


Loewi and his co-workers (Loewi 1921, 1922; Loewi 
and Navratil 1926) found that the physiological activities 
of the substance liberated in the heart on stimulation 
of the vagus nerve, and of acetylcholine were indistinguish- 
able, and showed that both substances were destroyed 
by aqueous extracts of frog’s heart, an effect which was 
inhibited by eserine. Galehr and Plattner (1927), in a 
study of the effect of defibrinated mammalian blood upon 
acetylcholine in vitro, found that hydrolysis occurred 
with great rapidity ; while Engelhardt and Loewi (1930) 
demonstrated the strong inhibitory action of eserine 
upon this hydrolysis. Matthes (1930) showed further that 
inhibition of esterase by eserine, which occurred even in 
such low concentration as one part in 30 millions, was 
reversible, full esterase activity being restored when 
eserine had been removed by dialysis. The action of 
eserine in protecting acetylcholine liberated from the 
superior cervical ganglion by stimulation of preganglionic 
fibres has been described by Feldberg and Gaddum (1934), 


while Jones and Todd (1935) have demonstrated a similar 
effect in man, the subcutaneous injection of gr. 1/50 of 
eserine depressing the choline esterase activity of the 
serum by approximately 15 per cent. 


Wide variations occur in the choline esterase 
activity of ‘the sera of different animal species, and 
also among individuals of a given species (Stedman, 
Stedman, and LEasson 1932). Human serum is 
comparatively high in the scale. Choline esterase 
is entirely absent from the cerebro-spinal fluid of 
both man and animals, although appreciable quantities 
occur in the brain substance (Stedman and Stedman 
1935). Lucas, Hall, and Ettinger (1935) determined 
the esterase activity of 200 human sera, normal and 
pathological, and although large variations were 
noted no obvious relationship to health, age, sex, or 
diet was apparent. In a further series of 100 sera, 
Verebély (1936) found a fairly smooth distribution 
of activity ; the highest readings were approximately 
six times as great as the lowest. Repeated estima- 
tions at two-hourly intervals, and also over a period 
of three months, showed in individual cases a varia- 
tion of less than 15 per cent. In a study of the 
experimental production of coronary thrombosis 
and myocardial failure in dogs, Hall, Ettinger, and 
Banting (1936) found the normal serum esterase 
value to have a comparatively narrow range for each 
individual animal, while the continuous daily injection 
of 50 mg. of acetylcholine did not produce any marked 
change in the esterase value from week to week 
throughout the life of the animal. 

In myasthenia gravis contradictory results have 
been obtained. Stedman (1935) determined the 
choline esterase content of defibrinated blood from a 
number of patients suffering from this disease, and 
obtained values which exhibited a tendency to be 
low as compared with the normals. Hicks (1936), 
from a series of weekly examinations of a single case 
extending over a period of 5 months, found that 
at no time did the blood of this patient show any- 
thing but excessive esterase activity, which increased 
with the severity of the disease and diminished 
with treatment by Prostigmin injection. Samples 
taken under unknown clinical conditions could be 
ac¢turately estimated as to the relative severity of 
the disease. 

In view of the importance of the cholinergic 
transmission of nerve impulses at the preganglionic 
synapse of the sympathetic system (Feldberg and 
Gaddum 1934), in the parasympathetic system (Dale 
and Feldberg 1934), and at the muscle end-plates 
of the voluntary motor system (Dale, Feldberg, and 
Vogt 1936; Brown, Dale, and Feldberg 1936), the 
estimation of the choline esterase activity of the 
sera from a series of patients has been undertaken, 
in order to determine what correlation, if any, could 
be obtained between the clinical state of the patient 
and the esterase activity of the serum. Through the 
kindness of Dr. Mary Walker it has been possible 
to include two patients suffering from myasthenia 
gravis who had already been extensively studied by 
her, in addition to a third case already present in 
the wards of the Hammersmith Hospital. 

METHOD 

A method of estimation based on that of Stedman, 
Stedman, and White (1933) was employed. 

In a large test-tube in a glass thermostat maintained 
at 30° C. 50 c.cm. of freshly distilled CO,-free water was 
placed. To this was added 1 c.cm. of cresol red indicator 


(B.D.H.) and 1-5 c.cm. of an acetylcholine substrate, 
prepared by dissolving 1 gramme of acetylcholine bromide 
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in 10 c.cm. of water. In this solution 1-5 c.cm. contained 
150 mg. of acetylcholine bromide, equivalent to 125 mg. 
of acetylcholine chloride. A few drops of 0°1 nNaOH 
were then added to adjust the reaction to pH 8. Com- 
parison was made with a tube containing 50 c.cm. of a 
standard borate buffer and 1 c.cm. of cresol red indicator, 
tightly corked and also suspended in the water-bath. 
To the substrate 0-5 c.cm. of serum was then added, the 
reaction again adjusted to pH 8, and the tube stoppered 
with a rubber bung which was pierced by an intravenous 
needle connected by fine rubber tubing to a burette con- 
taining 0-01 w NaOH. Alkali was then added, drop by 
drop through the needle with constant shaking, to 
neutralise the acetic acid liberated and to maintain the 
solution at a constant reaction of pH 8. The burette was 
read at the end of 20 mins., the number of c.cm. of alkali 
required being a measure of the acetylcholine esterase 
activity of the serum. Blank determinations without 
serum required 0-1 c.cm. of 0-01 wn NaOH to maintain a 
constant reaction over this period, and this figure was 
consequently deducted from each reading. 


The figures used in the text to denote esterase activity 
are the number of c.cm. of 0°01 NNaOH required 
as above. 

RESULTS 


Sera from 132 patients were examined, esterase 
determinations being made in most cases within a 
few, days of admission to hospital. These initial 
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The choline esterase activity in 132 patients. 
(For units see text.) 


readings, arranged in groups according to the esterase 
activity of the serum, are set out in Table I, the results 
being summarised in the Figure. 

The series includes a wide range of clinical types— 
patients healthy apart from some localised disability, 
patients suffering from malignant disease, toxsemic 
states, hypertension, congestive heart failure, dis- 
seminated sclerosis, allergic diseases, thyrotoxicosis 
and myxedema, psychoses, and myasthenia gravis. 
A careful study of the order of occurrence of parti- 
cular diseases, and in addition a detailed investiga- 
tion of the case-histories and clinical types of patients 
exhibiting either high or low esterase activity, failed 
to reveal any correlation between this factor and the 
temperature, pulse-rate, type or severity of disease, 
age, sex, or state of nutrition, or with the mental 
or physical constitution of the patient. Thus cases 
of hypertension, congestive heart failure, or thyro- 
toxicosis occurred almost equally at all levels in the 
series, while of 3 cases of myxedema 2 showed com- 
paratively low esterase activity, the third being among 
the highest recorded. 


Repeated estimations were made on 44 of these 
patients, in order to determine what variations if any 
occurred from time to time, and especially in associa- 
tion with changes in the clinical condition. Of these, 
13 (30 per cent.) varied by less than 12 per cent. on 
repeated examination over a period of 3-8 weeks, 
while 31 (70 per cent.) showed a variation of under 
25 per cent. Some typical results are shown in 
Table II. 

In 5 cases only did the esterase activity double } or 
halve its value while the patient was under observation, 
and all these remained within the normal limits. The 


.greatest variation occurred in a patient aged 27 with 


TABLE I 
Initial Esterase Readings in 132 Patients (age in parentheses) 


0-5-0°9 
Tuberculous pyothorax (33) 
Pneumococcal empyema (35) 


1-0-1-4 
Congestive heart failure (27) 
Ureemia (29 
Pulmonary tuberculosis (24) 
Arthritis (49) 
Pleurisy with effusion (22) 


1:5-1°9 


Thyrotoxicosis 36) 
Thyrotoxicosis (54) 
Myxcedema (61) 

Myxcedema (42) 

Pulmonary tuberculosis (33) 
Pulmonary tuberculosis (62) 
Broncho-pneumonia (38) 
Broncho-pneumonia (45) 
Lobar pneumonia (11) 
Acute bronchitis (66) 
Bronchial carcinoma (46) 
Congestive heart failure (61) 
Gastric ulcer (35) 

Pituitary tumour (53) 
Pernicious ansemia (68) 


2-0-2-4 
Hodgkin’s disease (24) 
Pulmonary tuberculosis (48) 
Pulmonary tuberculosis (48) 
Pulmonary tuberculosis (24) 
Pulmonary tuberculosis (19) 
Lobar pneumonia (11) 
Lobar pneumonia (28) 





Bronchitis (66) 
Bronchiectasis (24) 
Bronchial carcinoma (33) 
Mitral stenosis (30) 
(oaaeeere heart failure (69) 
ypertension (60) 
Appendicitis (36) 
Psoriasis (46) 


is ( 
Peptic ulcer (58) 
gpeeined knee (42) 
ive muscular atrophy 


Tabes dorsalis (52 
Venous thrombosis (48) 
Rheumatoid arthritis (42) 


Mental deficiency (25) 
Myasthenia gravis (42) 


2-5-2°9 





Acute rheumatism ( 
Coronary atheroma tia) 





2°5-2°9 (continued) 
Asthma (38) 
Urticaria (14) 
Urticaria $3) 
Urticaria (29 
san a yo (45) 
Neurasthenia (4( 
Senile ans (64) 
Sciatica (45) 
Polyoyttvemia (54) 
Ascites 
aad 2 (36 ) 
Myasthenia gravis (36) 


3-0-3°4 
Thyrotoxicosis (24) 


Neurasthenia (25) 

Hysteria 

Mental deficiency (25) 
3-5-3-9 

(37) 

goitre (43) 


) 

) 
47) 
( 





53) 

failure (65) 
(40) 
(52) 
(6) 












(42) 


Acute 

Venous (45) 

Erysipelas (66) 

Aort itis aneurysm (62) 

Toxic jaundice (43) 
4-0-4°4 

Thyrotoxicosis (48) 


is (49) 
Cerebral thrombosis (66) 

Pyelitis -+ oad 
Peptic ulcer (28) 
Myasthenia gravis (46) 

4°5-4-9 
Thyrotoxicosis (36) 

5-0-5°4 
Myxcedema (63) 

55-5-9 


Rheumatic carditis (13) 
Constipation (19) 


6-0-6°5 
—— glomerulonephritis 
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mitral stenosis and congestive failure, values of 1-0, 1-8, 
2-1, 3-0, 3-4, 2-8, and 2-5 being recorded over a period of 14 
weeks, during which several exacerbations and remissions 
occurred, Other toxic or congested patients also showed 


TABLE II 
Senessae.! of Esterase Acti 


* . ‘ 
y on Repeated Estimations 





| 








Diagnosis. Age. | Date. Saae 
| 
Subacute glomerulonephritis. 9 April ist 6-4 
13th 74 
30th =| 70 
May 12th | 5-0 
29th | 65 
Foca] arthritis. 54 March 3lst | 2-4 
May 12th | 26 
22nd | 2°5 
Pyelitis. 22 | March24th | 4-0 
May 5th | 3°8 
15th | 3-9 
22nd 4-0 
Tuberculous pleurisy. 22 May 5th | 1°4 
June 2nd | 1°5 
17th | 14 





an” unstable level of esterase activity, but no constant 
changes were noted, nor could any correlation with clinical 
state be determined. 


A special study was made of 8 cases of thyro- 
toxicosis before and after operation, and again 
remarkably constant results, whether high or low, 
were obtained in individual cases. The following 
figures are typical :— 





Male, aged 54 
(toxic nodular 
goitre ; auricular 


Male, aged 36 


Female, aged 49 
(diffuse toxic 


(diffuse toxic 





fibrillation). goitre). goitre). 
April 4th 1°5 March 28th 4:8 April29th 2-7 
29th 1-4 April 13th 47 May Sth 2-6 
May 12th 14 | 30th 4°5 15th 2-5 
15th Op. | May 12th 4-3 18th Op. 
22nd 1-0 15th Op. June 2nd 2:1 
June 6th 1:3 22nd 3:8 17th 2-1 
17th 16 | June 6th 4:1 
! 





Op. = operation. 


In 1 case of myxedema the esterase activity 
declined steadily under treatment from 5°3 to 2°2, 
while another case of the same disease exhibited an 
almost equal increase. 


CHOLINE ESTERASE CHANGES IN MYASTHENIA 
GRAVIS 


Three cases of myasthenia gravis included in the 
present series showed serum esterase activity of 1°9, 
2-6, and 4°4 units—i.e., well within the normal range 
as determined above, and with little variation on 
repeated examination from day to day. After the 
administration of a therapeutic dose of 3 mg. of pros- 
tigmin, however, there was a sudden drop in esterase 
activity to $+} of the resting level, with gradual 
restoration during the succeeding four or five hours, 
towards the end of which period myasthenic symptoms 
were returning. The results of a typical experiment 
are shown in Table III. Thus the patients remained 
‘* strong ’’ only during the period of artificial depression 
of the esterase level, and relapsed as this returned to 
the previous value. 

In a similar experiment in which a dose of 2°5 mg. 
of prostigmin was administered to each of three non- 
myasthenic patients a corresponding depression of 
esterase activity to approximately one-third of the 
resting level again occurred, accompanied in from 


TABLE III 
Effect of Prostigmin on Esterase Activity in Myasthenia 
Gravis 
Esterase activity. 
Time. Remarks. 


Case 1. Case 2 Case 3 





Resting value 2-6 1-9 4-4 
0 Prostigmin, 3 mg. — 
15 mins. Patients strong L 0 0-9 2-2 
2 hrs. a= 1-5 1-4 30 
5 hrs. Patients drooping 2-1 1-8 3-7 
6 brs. — 2-3 1-9 40 


10 to 15 minutes by severe visceral and tonic skeletal 
muscular activity. The esterase values in Table IV 
were obtained :— 

TABLE IV 


Effect of Prostigmin on Esterase Activity in Three Non- 
Myasthenic Patients 


Esterase activity. 














Time. Remarks — _ 
Case A. Case B. Case C. 
Resting value. 3-5 2-2 2-8 
0 Prostigmin, 2-5 mg. — —_— — 
10 mins. — 1-1 0-9 10 
10-15 Visceral and motor — _- —— 
mins. responses. 

3 hrs. = 2°3 1‘7 2-1 
44 hrs. ous 31 20 2-6 


In order to determine the nature of the prostigmin 
reaction, whether due to destruction or to inhibition 
of the esterase, experiments devised by Matthes 
(1930) on the action of eserine were repeated. Serum 
taken 10 mins. after a therapeutic dose of prostigmin, 
and also a mixture prepared by adding prostigmin 
in the concentration 10-6 to normal serum, were 
dialysed against isotonic saline for 24 hours, and 
the esterase activity of these solutions was then 
compared with that of undialysed controls and of 
normal serum. The concentration of 10-6 was 
selected as being approximately equal to that present 
in the serum of the patient on the assumption that 
a dose of 3 mg. of prostigmin was completely absorbed 
by 3000 c.cm. of plasma. In a typical series of 
experiments the figures in Table V were obtained. 


TABLE V 
Restoration of Esterase Activity after Removal of Prostigmin 
by Dialysis 


Esterase activity. 


| Case 1 Case 2. _Case 3. 





Normal] serum 2-7 2: 1 3° 
2 





1. 
2. Serum after therapeutic dose 
of prostigm. 1°3 0-3 
3. Normal a with added 

prostigm. : 10-6) 0- 
4. Serum (2) iia bh, ‘ ‘ 2 
5. Serum (3) dialysed .. s< 2- 


en] 


5 1 
1°8 3 
1-6 3 


- 





Thus the depression in esterase activity on the addi- 
tion of prostigmin in the concentration of 10-6 is of 
the same order as that occurring after a therapeutic 
dose, while its effect on the destructive agent is in 
the nature of a simple inhibition, since on removal 
of prostigmin by dialysis the activity of the esterase 
is restored almost to normal. 

Specimens of urine from 12 patients were tested 
for esterase activity and in no case was any found. 
Nor did the urine from 2 cases of myasthenia gravis 
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contain any substance inhibitory to esterase activity. 
Two hours after a therapeutic dose of prostigmin, 
however, urine from these patients was found. to 
possess a strongly depressant effect upon serum 
esterase, thus suggesting excretion of the drug in the 
urine. 

DISCUSSION 

These experiments confirm previous observations 
of the wide variations that occur in the choline 
esterase activity of different sera, some specimens in 
the present series showing six times the activity of 
others. In the great majority the values determined 
remained constant within comparatively narrow 
limits for each individual patient, while in the few 
cases in which gradual changes did occur no correla- 
tion with other factors could be discovered. In 
myasthenia gravis the serum esterase activity also 
falls within the normal range, and, as in other diseases, 
also shows wide variations from case to case with 
a comparatively constant level for each individual 
patient. The absolute level of serum esterase activity 
thus appears to bear no relationship with any disease 
process or with the age, sex, or other physical 
characteristics of the patient. 

In the non-myasthenic individual there appears 
to be a state of equilibrium between the rate of 
liberation of acetylcholine at the motor end-plates 
and the rate of its destruction by the esterase locally 
present, these factors being so related that the 
acetylcholine liberated by each nerve impulse can 
just produce its effect before hydrolysis occurs. In 
myasthenia gravis this normal relationship no longer 
exists, the failure of the nerve impulse to stimulate 
the muscle being due either to excessive concentra- 
tion of esterase at the motor end-plates or to deficient 
acetylcholine production at the same site. Since, 
however, there is no proof that the esterase activity 
of the plasma, as determined by biochemical estima- 
tion, is a measure of its concentration at the motor 
end-plates, no conclusions can be drawn from the 
present work as to the direction in which the fault 
lies. . Brown, Dale, and Feldberg (1936) have stressed 
the importance of the local concentration of acetyl- 
choline at the motor end-plates; and similarly the 
concentration of the esterase at this site is the impor- 
tant factor rather than its concentration in the 
plasma. Unfortunately no method is at present 
available by which absolute determinations of esterase 
activity at this vital point can be made, 

It has been shown, however, that prostigmin, like 
eserine, inhibits acetylcholine esterase in vivo or in 
vitro even in extremely high dilution. This inhibi- 
tion is reversible, since on removal of prostigmin by 
dialysis, both from the patient’s serum after a thera- 
peutic injection and from an artificial mixture of 
prostigmin and esterase, the activity of the latter 
is restored. In myasthenia gravis there is a close 
correlation between the degree of depression of the 
esterase activity of the plasma and the physical 
condition of the patient, the period of recovery 
following prostigmin administration coinciding with 
that of esterase inhibition, while relapse occurs after 
4-5 hours as the esterase value is returning to normal. 
At this time also, and at no other, an esterase inhibit- 
ing factor—presumably prostigmin in process of 
excretion—can be detected in the urine. During 
the period of recovery, therefore, the presence of 
prostigmin in the plasma depresses the esterase 
activity, both at the motor end-plates of the muscles 
and in the plasma, and so, by re-establishing the 
balance at the former site, restores neuromuscular 
efficiency. This is further supported by the observa- 


tion that the dose of prostigmin which raises the 
myasthenic patient to a normal level of activity 
produces in the non-myasthenic subject vigorous 
tonic contractions of the muscles of the skeletal and 
visceral systems, due presumably to prolonged 
stimulation by acetylcholine on artificial depression 
of the esterase. 

Russell and Stedman (1936) have recently shown 
also that the administration of prostigmin to patients 
suffering from myotonia congenita produces a pro- 
nounced increase in muscle tone, and suggest that 
this condition is due to excessive production or 
accumulation of acetylcholine at the motor nerve- 
endings. It is of interest to note, therefore, that 
approximately parallel results have been obtained 
by these workers on the administration of 1°25 mg. 
of prostigmin to myotonic patients, and by myself 
on administration of just double this dose to normal 
subjects. 

SUMMARY 


The esterase activity of the sera of. 132 patients, 
including 3 cases of myasthenia gravis, has been 
studied. Although wide variations occurred no 
correlation with type of disease or with other factors 


‘could be determined. 


After the administration of prostigmin there is a 
sudden drop in serum esterase activity. This lasts 
for 4-6 hours, and coincides in myasthenia gravis 
with the period of temporary recovery of strength. 
In non-myasthenic subjects a dose of 2°5 mg. of pros- 
tigmin produces tonic contraction of skeletal and 
visceral muscles, due presumably to prolonged stimu- 
lation by acetylcholine on artificial depression of the 
esterase. 

Depression of serum esterase activity by prostigmin 
is due to inhibition, not destruction, of the esterase, 
since activity is restored on removal of prostigmin by 
dialysis. 

Myasthenia gravis is associated with a failure in 
equilibrium between the rate of liberation of acety)- 
choline at the motor end-plates and the rate of its 
destruction by the esterase locally present. There 
is, however, no proof that the esterase activity of 
the serum is a measure of the concentration of esterase 
at the motor end-plates, a factor which at present 
cannot be measured. 


I wish to express my gratitude to Prof. F. R. Fraser, 
at whose instigation this work was carried out, for his 
continued interest and encouragement. I also wish to 
thank Sir Henry Dale for valuable criticism and sug- 
gestions, and Dr. E. H. King for advice and assistance 
with the biochemical estimation of the esterase. 
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CARCINOMA OF THE CERVICAL 
(SOPHAGUS 


By Rosin Pitcuer, M.S. Lond., F.R.C.S. Eng. 


FIRST ASSISTANT IN THE SURGICAL UNIT, UNIVERSITY COLLEGE 
HOSPITAL, LONDON 


THE treatment of cancer of the thoracic part of 
the wsophagus, although occasionally coming within 
the reach of exceptional skill and good fortune, 
remains essentially an unsolved problem. The sur- 
gical excision of cancer of the cervical part is on the 
other hand a problem of which the technical solution 
has been worked out for many years. The hope of 
cure which this solution offered does not, however, 
appear to have been fulfilled, and it seems that 
surgery to-day is doing no better for the cervical 
than the thoracic cases of @sophageal cancer. The 
object of this article is to examine this anomaly and 
to put forward certain considerations that may 
perhaps tend to correct it, 


Incidence 


Carcinoma of the cervical @sophagus is a common 


disease. The wsophagus is stated to be the seat of . 


one out of every twenty cancers. It is generally 
recognised that the growths are not uniform in distribu- 
tion but show a definite grouping, whereby the upper 
end, the middle part, and the lower end arealmostexclu- 
sively affected. In Lawrence Abel’s monograph (1929) 
a collection of figures from various authors gives the 
relative frequency in these three situations, the 
averages being: upper end 18 per cent., middle part 
47 per cent., and lower end 35 per cent. In Abel’s 
own cases the upper end was affected in 29 per cent. 
More recently MeGibbon (1936) has published obser- 
vations on 100 personal cases of which 22 per cent. 
affected the upper end. In these figures post-cricoid 
carcinoma of the pharynx is not included, otherwise 
the percentage would be much larger, Thus about 
ene in every five cases of cancer of the wsophagus 
affects the upper part. Though it is difficult to be 
precise in such estimates, it seems probable that 
about one in every hundred cases of cancer of all 
kinds affects the upper part of the wsophagus. This 
relatively high incidence is the more impressive when 
we remember that the disease is technically operable, 
but very infrequently subjected to operation. 


Special Features 


The infrequency with which cancer of the cervical 
esophagus has been treated by radical excision has 
no doubt been mostly due to the infrequency with 
which an exact and early diagnosis has been possible. 
At present also the possibility of the less exacting 
though comparatively unproved treatment of radio- 
therapy doubtless influences against the use of surgical] 
excision. Both methods, however, suffer almost 
equally from the fact that the peculiarities of the 
disease in this situation have not generally received 
the close attention on which alone any hope of a 
reasonably early diagnosis can be based. Its evolu- 
tion differs from that of cancer of the thoracic part 
in certain particulars which seem to be related to 
its place of origin. The normal features which 
influence the course of the disease are the large dia- 
meter of the cervical esophagus, its close application 
to the trachea, the intimate fixation of the two 
tubes at the cricoid, and the enclosure of the wso- 
phagus in the visceral compartment of the cervical 
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fascia together with the trachea, the recurrent nerves, 
and the thyroid gland, 


DYSPHAGIA 


Disturbance of swallowing is generally regarded 
as the cardinal symptom of all growths of the gullet. 
This view, while perfectly correct for cancer in the 
middle and lower segments and in the post-cricoid 
pharynx, needs some qualification in the upper 
segment. Here, while dysphagia always appears 
sooner or later, it may be wholly absent in the early 
stages and even when structures outside the cso- 
phagus, such as the recurrent nerve, already show 
involvement. The reasons for the not uncommon 
delay in the onset of dysphagia seem to be first the 
large diameter of the cervical esophagus, and secondly 
the nearness of the pharynx with its strong propulsive 
action. 

INVOLVEMENT OF ADJACENT STRUCTURES 


The anatomical facts already named, especially 
the enclosure of the esophagus in the visceral com- 
partment of the neck, render the involvement of 
adjacent parts peculiarly characteristic of cancer of 
this part. The recurrent nerves, the thyroid gland, 
and the trachea are exposed to implication, and sooner 
or later they are always affected. 

The recurrent laryngeal nerves are the most impor- 
tant since involvement of one of them is often very 
early, and also because this does not necessarily 
imply that radical excision is no longer possible. In 
the small series of cases reported below to illustrate 
the theses put forward, the first shows well the occur- 
rence of laryngeal paralysis as an isolated symptom. 
I owe to a personal communication the following 
rough notes of two cases that illustrate the singular 
position occupied by recurrent nerve involvement 
among the symptoms of cervical cancer. 

The first was that of a middle-aged man, a choirmaster 
by occupation. While he supposed himself to be in perfect 
health his voice suddenly failed him as he was taking a 
class. He was never able to sing again, but his loss of 
voice was unexplained until some months later he developed 
an cesophago-tracheal fistula. 

The second was that of a man of about 60 who was 
engaged in politics and did much public speaking. He 
complained that he felt he could no longer depend on his 
voice. No evidence of laryngeal paralysis was found, the 
condition was supposed to be the effect of a neurosis, and 
the patient was sent on a voyage. When he returned one 
vocal cord was paralysed and an enlarged gland was found 
in the posterior triangle which showed the structure of 
Squamous carcinoma, 


The clinician is not infrequently presented with an 
unexplained paralysis of a vocal cord in a middle-aged 
man. He should remember that in such circum- 
stances he is sometimes being given the chance to 
cure a case of carcinoma of the esophagus. 

Involvement of the thyroid gland is less common as 
an early symptom, although I have found one case 
in which it was apparently the first thing noticed 
amiss by the patient. Its importance lies rather in 
the confusion that may arise as to the site of the 
primary tumour. In any case with signs of a malig- 
nant tumour of the thyroid the possibility of exten- 
sion from a carcinoma of the asophagus should be 
remembered, especially if any surgery is contem- 
plated. As with the recurrent nerves involvement of 
the thyroid gland does not necessarily preclude 
radical excision. 

Involvement of the trachea is probably the next 
commonest complication after recurrent nerve para- 
lysis, but whereas the latter is not necessarily a 
sinister sign, the former almost invariably results 

B2 








74 THe LANCET] 





M&. ROBIN PILCHER: CARCINOMA OF THE CERVICAL CESOPHAGUS 





in fistula formation and a rapid death from pulmonary 
infection. Perforation of the trachea may be followed 
by the sudden development of dysphagia for fluids 
only, but as has been pointed out by McGibbon (1936), 
who has described non-perforating lesions of the 
trachea seen by endoscopy, it is preceded by symp- 
toms of tracheal irritation, Case 3 illustrates these 
points. The presence of a fistula makes the case 
practically hopeless for surgical treatment, but a 
non-perforating lesion of the trachea should not 
prove an insuperable obstacle, although as yet no 
satisfactory reconstruction of the trachea has been 
devised. 

Glandular metastases.—In spite of its tendency to 
involve structures outside the gullet the disease 
shows no special tendency to affect lymph glands. 
The possibility of metastases is however always 
present, and cases occur from time to time in which 
they dominate the clinical picture. When the recur- 
rent nerves are involved it is important to consider 
the possibility of involvement from mediastinal 
glands rather than from the primary tumour. Meta- 
stases in the cervical glands, if not extensive, lend 
themselves to removal as part of a radical operation. 


Diagnosis 


Without specialised methods of examination the 
diagnosis is usually impossible in the early stages 
of the disease. Early symptoms are trivial, and the 
responsibility of deciding that investigation is neces- 
sary and insisting that it be carried out will rest 
with the doctor whom the patient first consults. If 
he is assured that his symptoms are due to nothing 
serious he may not seek advice again until his condi- 
tion is hopeless. The symptoms that are likely to be 
thus lightly dismissed are weakness of the voice and 
slight disturbance of swallowing, and although these 
may be due to a variety of causes any patient in 
whom they are persistent or recurrent and unexplained 
should be suspected of malignant disease of the gullet. 
An essential part of the examination is indirect 
laryngoscopy, a method with which every clinician 
should be familiar. It requires no great skill to 
detect weakness or paralysis of the arytenoids or 
swelling of their mucosa, and a view of the larynx 
itself is often unnecessary. If gross abnormality is 
found on indirect laryngoscopy no hesitation will 
be felt in ordering a further examination such as 
radiography or «sophagoscopy, no matter how 
slight the symptoms. In some of the conditions 
other than cancer of the esophagus that may give 
rise to the symptoms mentioned, laryngoscopy alone 
may establish the diagnosis. When laryngoscopy 
fails to reveal anything abnormal further investi- 
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FIG. 1.—Tracing of lateral X ray of neck showing displacement 
of trachea by tumour of @sophagus. From a case of post- 
cricoid carcinoma of the pharynx extending down the 
cesophagus. 


gation is essential if the symptoms persist. The 
patient should next undergo an X ray examination, 
which must of course include screening. In spite of 
great improvements in technique radiography alone 
may fail to demonstrate an early growth, as happened 
in Case 1 described below. Such a case should always 
be examined with the csophagoscope. Chevalier 
Jackson (1934) states that any persistent abnormal 
sensation or disturbance of function of the cesophagus 
calls for csophagoscopy. This is an expert’s counsel 
ef perfection, but it is doubtful if any pro 
towards early diagnosis will be made until this 
method of examination is much more common. 
Radiography, in addition to revealing the presence 
of a tumour, may give some indication of its size. 
In lateral films of the neck the outline of the trachea 
shows a characteristic forward displacement if the 
esophageal tumour is at all bulky (Fig. 1). This 
displacement can sometimes be detected clinically, 
and may produce a partial obliteration of the 
suprasternal hollow. 


Surgical Excision 


It ig not my purpose to discuss the relative merits 
of different treatments for this disease, but simply 
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FIG. 2.—Incision for cervical cesophagectomy outlining skin flap. 


FIG. 3.—Skin flap passed under mobilised segment of 
excised at this stage. 


eso’ s containing growth and sutured along original incision. 
a minimises infection of the neck but is only suitable for small growths. 


This 
In most cases the affected segment must 


FIG. 4.—The segment of wsophagus containing the growth has been excised. The esophagus opens above and below on to a 


trough of skin formed by the flap. 


FIG. 5.—Incision for plastic operation replacing missing segment of cesophagus by a skin tube. See also pig. 8. 
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FIG. 7.—The skin flap has been passed under the mobilised segment of @sophagus containing the growth. The left lobe of the 


thyroid gland has been resected. 


FIG. 8.—The cesophagus has been reconstituted by skin flaps turned in to form a tube (G2S.). The skin has been closed over 


the tube. 


to state and show by an example that it is curable 
by excision. That the operation may be difficult 
and dangerous cannot be denied, but these considera- 
tions do not deter surgeons from attempting excision 
of malignant disease in other parts of the body. 
The essential feature of the operation is the excision 
of the neoplasm with a margin of healthy tissue ; 
the amount to be removed cannot be determined 
until the esophagus has been exposed, and possibly 
opened. It follows that no fully defined plan can be 
formed beforehand of the steps of the operation, but 
the first incision should outline a generous skin flap 
which can be used for the plastic procedure that 
will almost always be necessary, Reconstruction of 





FIG. 9 (Case 4).—Carcinoma of cervical oesophagus excised 
by radical operation (x 85.) 


the gullet with skin is a simple procedure, but as yet 
no satisfactory reconstruction of the trachea has 
been devised. If the trachea is removed with the 
growth the patient may have to be left with a per- 
manent tracheocutaneous fistula in the suprasternal 
hollow. The routine excision of the larynx and 
upper part of the trachea with the growth as recom- 
mended by Carl Eggers (1936) is not necessary, and 
would inflict an unjustifiable mutilation in early 
cases. It may not be possible to decide without 
exploration whether or not a growth can be excised, 
but involvement of structures outside the @sophagus 
and metastases in the cervical lymph glands do not 
necessarily render a case inoperable. An essential 
preliminary to the operation is the elimination of 
oral sepsis, and all teeth should be extracted. 
Through the kindness of Mr. Cecil Joll an oppor- 
tunity was recently afforded to examine the cso- 
phagus of a man from whom a carcinoma was excised 
ten years ago. In Fig. 10 the wsophagus is shown 
opened posteriorly. It is still deviated to the right, 
the side from which the operation was performed. 


The transition from skin tube to normal csophagus 
is barely perceptible, although when first opened it 
was easier to recognise, several hairs being found 
growing from the skin segment. This patient was 
recently admitted to the Royal Cancer Hospital with 
recurrent chordoma of the sacrum, of which he died. 
No evidence was found at post-mortem of any recur- 
rence or metastases of the carcinoma of the esophagus. 
The case is reported briefly below and the operative 
procedure employed is illustrated in the diagrams in 
Figs. 2-8. 
Case Reports 
HOARSENESS THE INITIAL SYMPTOM 

Case 1.—A male aged 51 was admitted complaining of 
hoarseness for 3 months and dysphagia for 10 days. He 
was found to have enlarged glands in both supraclavicular 
regions and paralysis of the right vocal cord. Some 
forward displacement of the trachea was observed. Radio- 
graphy failed to reveal any neoplasm of the csophagus. 
A gland was removed and showed on section squamous 
carcinoma, External irradiation of the neck was given 
without any definite diagnosis having been made. Two 
months later radiography showed obstruction of the 
esophagus and a diagnosis of carcinoma was made. 





FIG. 10 (Case 4).—Cervical cesophagus displayed from behind 
ten years after radical operation for cancer. The segment 
constituted by skin is indicated by arrows. The wsophagus 
remains displaced to the right, the side from which the 
operation was performed. 
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Interstitial irradiation was given, but two months later 
the patient died of hemorrhage from the right common 
carotid artery. Post mortem an extensive growth was 
found in the cervical esophagus, with metastases in the 
cervical glands and left lung. 


INVOLVEMENT OF THYROID GLAND 


Case 2.—A male aged 68 was admitted complaining 
of dysphagia for 10 months and a pain in the left side of 
the neck and shoulder of recent origin. His voice had 
become hoarse during the last month. He also com- 
plained of a lump in the left side of his neck, and this 
was apparently the first thing he had noticed wrong. 
He had been admitted to another hospital when the lump 
appeared, but whether its significance was appreciated is 
not recorded. He was found on examination to be wasted, 
and there was a hard mass above the inner end of the 
left clavicle involving the left lobe of the thyroid and 
infiltrating surrounding structures. There was paralysis 
of the left vocal cord and of the left cervical sympathetic. 
This case was advanced when admitted, but there seems 
little doubt that invasion of the thyroid was an early 
feature. A gastrostomy was performed and gave the 
patient temporary relief. 


(ZSOPHAGO-TRACHEAL FISTULA 


CasE 3.—A female aged 52 was admitted complaining 
of inability to swallow liquids for 3 weeks, although solids 
passed without difficulty. Ten weeks before admission 
she had an attack of bronchitis lasting 2 weeks, after 
which she had a persistent cough with occasional hemo- 
ptysis. Pulmonary tuberculosis had been suspected and 
the sputum was examined with negative result, There 
had been rapid loss of weight since the onset of the dys- 
phagia. By cesophagoscopy a growth was seen in the 
upper part of the esophagus, with a small perforation 
into the trachea. During the endoscopy an emergency 
tracheotomy became necessary, but the patient only 
survived a few days. 


CURE BY RADICAL EXCISION 


Case 4.—A male aged 62 was admitted on June 23rd, 
1925, complaining of difficulty in swallowing for 6 months 
and hoarseness for 2 months. No tumour was palpable 
in the neck and neither vocal cord was paralysed, but 
the right moved more freely than the left. Carcinoma 
of the cervical esophagus was found by wsophagoscopy 
and was later confirmed by histological examination 
(Fig. 9). After preliminary gastrostomy and extraction 
of teeth excision of the growth and reconstruction of the 
c@sophagus were carried out by Mr. Wilfred Trotter as 
follows :— 

At the first operation, through an incision as in 
Figs. 2 and 6, the segment of csophagus containing 
the growth was freed from its connexions and displaced 
laterally. The skin flap was underneath the ceso- 
phagus and sutured along the line of the original incision 
(Figs. 3 and 7). Three weeks later the exposed segment 
was excised, the esophagus being left opening above and 
below on to a shallow trough formed by the skin flap 
(Fig. 4). Completion of the skin csophagus was greatly 
delayed by various circumstances, such as a local recur- 
rence, the need for a gland dissection on the opposite 
side, and the development of a fibrous stricture at the 
junction of the lower cesophageal segment with the skin. 
All these difficulties were ultimately overcome, and the 
new segment of csophagus was soundly healed and 
functioning well at the end of a year (Figs. 5 and 8). 
The patient survived ten years free from recurrence and 
his only disability was occasional attacks of dysphagia 
due to the growth of hair in the skin cwsophagus. He 
died, as has been stated, from recurrent chordoma of the 
sacrum. The condition of the reconstructed cesophagus 
at the time of death is shown in Fig. 10, and the micro- 
scopic appearance of the growth in Fig. 9. 


Summary 


Attention is drawn to the frequency of carcinoma 
of the cervical esophagus and the rarity of its 
treatment by surgical excision. 
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The symptoms of the disease are described, emphasis 
being laid on the tendency to involvement of adjacent 
parts, especially the recurrent laryngeal nerves. 

Special methods of examination are necessary to 
establish an early diagnosis. A plea is made for the more 
frequent use of the csophagoscope in suspicious cases. 

The disease is curable by surgical excision. 

Four illustrative cases are briefly reported, including 
an example of surgical cure. 


I am indebted to members of the staff of University 
College Hospital for permission to make use of their cases 
in this paper. 
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ACID CORROSION OF THE STOMACH 
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KNOWLEDGE of the pathogenic importance of the 
stomach, or more correctly, of the gastric mucosa, 
in various anzemic conditions is of no recent date. 
As early as 1877 Fenwick pointed out the atrophy 
of the mucous membrane of the stomach in pernicious 
anemia, and this, manifesting itself as achylia, was 
soon directly connected with the development of 
pernicious anemia. But it is not only in pernicious 
anemia that the function of the gastric mucosa has 
turned out to be important. Faber conceived the 
notion of simple achylic anemia, and showed in a 
large number of cases the close relation between 
achylia and simple hypochromic anemia. Further- 
more, several investigations have been reported, 
showing that hypochromic anemia often occurs 
after gastric operations, especially after gastrectomy. 

While the relation between gastric function and 
anemia was thus established rather early, several 
years passed before a more profound knowledge and 
understanding of the causative mechanism developed. 
In pernicious anemia it was the discovery of the 
favourable effect of liver therapy that provoked a 
new interpretation of its pathogenesis, and on the 
basis of work by Castle and his co-workers, 
and more recently by Meulengracht and his 
co-workers, results have been achieved that 
bring about a certain knowledge of the factor whose 
deficiency causes the anemia. Its place of origin— 
the pyloric glands and the Brunner glands in the 
duodenum—also seems to be fixed. This agrees 
perfectly with records of pernicious anemia develop- 
ing after resection of the stomach, Goldhamer 
having collected 23 cases from these reports. These 
anzemias may in a way be regarded as experimental 
cases of pernicious anemia. When, as it appears 
from various control post-operative examinations of 
patients, pernicious anemia seems only exceptionally 
to follow gastric resection, it is undoubtedly due to 
quantitative conditions, since generally it may be 
assumed that, in spite of operation, sufficient glandular 
tissue is left to prevent the development of pernicious 
anemia. 

CLINICAL REPORT 


Special interest is presented by a case of pernicious 
anemia, recently observed in the Medical Department 
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B of Bispebjerg Hospital, which seems to have 
developed as a direct consequence of corrosion of the 
gastric mucosa by nitric acid. In 1932 Fleischer- 
Hansen recorded the same case, but mainly from a 
surgical point of view ; the following communication, 
from the medical angle, is made because of the further 
development of the case since Fleischer-Hansen’s 
article. No similar case seems to have been recorded. 


The patient is a woman, now 43 years of age. On 
Sept. 19th, 1935, she was admitted to the Bispebjerg 
Hospital suffering from pernicious anemia. She had 
once before (December, 1931) been admitted to the hos- 
pital. The history of her disease is a lengthy one, com- 
prising several admissions to various hospitals, all on 
account of her present condition. The details of the first 
part of the anamnesis are furnished partly by the patient 
herself, partly by the Horsens City Hospital, and partly 
by Fleischer-Hansen’s paper. 

Briefly, there is nothing of interest concerning her present 
disease until June 22nd, 1921, when the patient, having 
for some time shown signs of a manic-depressive psychosis, 
in an excess of depression attempted to commit suicide 
by drinking “half a cup” of nitric acid. The following 
day she was admitted to Horsens City Hospital, where 
the corrosion was recognised. She quickly improved, 
though she suffered for a time from frequent vomiting. 
During her stay in hospital no evidence was found of any 
stricture, the general condition as mentioned improved 
quickly, the vomiting decreased; the hemoglobin was 
88 per cent. (Sahli). There was no difficulty in swallowing, 
either at that time or at any other during the course of 
the disease. 

In the following years the patient again had gastric 
attacks, mainly of vomiting, these being so violent that 
she at last retained practically no food. She consequently 
became extremely emaciated and—what is of considerable 
interest—grew first slightly, then more severely and 
finally exceedingly anemié. Several Ewald test-meals 
showed complete gastric achylia. As early as November, 
1921—i.e., five months after the corrosion—the hxemo- 
globin only amounted to 60 per cent. After this the 
hemoglobin percentage is known to have been decreasing 
steadily, until a hematological examination made on 
Oct. 4th, 1928, showed these results : 

{inmegiohin -- 22 percent. | Whitecells .. +» 1880 
Red cells - 1,000,000 Icteric-index (Meulen- 
Colour-index .. 1-1 gracht) Se - 
The blood smear showed distinct anisocytosis and megalo- 
cytosis. The weight at that time was 37 kg. 

The general condition of the patient had thus become 
quite serious, and an X ray examination, performed with 
much difficulty, showed the gastric lumen to be reduced 
to an orange-sized space in the fundus, evacuation into 
the duodenum taking place through a canal about 10 cm, 
in length, and with a width hardly that of a pencil. A 
gastro-enterostomy was performed on Feb. 13th, 1929. 
At the operation the radiographic finding was verified, 
the stomach having been converted into a small sa’ e- 
shaped organ with the calibre of a normal colon. Th 
pyloric part showed walls 1 cm. thick, and the gastric 
mucosa seemed to be totally deficient. The duodenum 
was surrounded by numerous adhesions, but was other- 
wise normal. A small piece from the fundus was excised 
for microscopic examination, and here the mucosa, the 
submucosa, and part of the muscularis were completely 
transformed into fibrous tissue, few remnants of the 
glands being found. There was no sign of malignancy. 

After the operation, which the patient supported 
amazingly well, she improved considerably, the signs of 
pyloric obstruction subsiding. A disposition to vomit 
continued, the patient only being able to eat small meals ; 
furthermore, there was frequent diarrhea, interpreted as 
gastrogenic in type. She remained, however, extremely 
anemic, and an examination of the blood, made in July, 


1929, five months after the operation, showed this result : 


Hb se -- 20 percent. | Whitecells .. ++ 2180 
Red cells a 850,000 Icteric index . . . 11 
Colour-index .. 1-18 


The blood smear showed megalocytosis with an average 
diameter of the red cells of 9-3 u, with a few megaloblasts. 


She was treated with blood transfusions and extracts of 
liver and stomach; the treatment, however, suffered 
much from her bad mental condition, which often led to 
a refusal to eat. 

A month later, August, 1929, the hemoglobin had 
decreased to 17 per cent. and the red cells to 800,000, 
but her psychosis now subsided and, treatment thus 
becoming effective, the hemoglobin percentage quickly 
increased. During a later stay in the Horsens City Hos- 
pital in May, 1931, her weight was 55 kg., and an examina- 
tion of the blood gave the following results : 


Hb es 83 percent. | Whitecells .. -- §200 
Red cells “ 5,400,000 Icteric index . . “* 5 
Colour-index .. 0-83 


At that time no reticulocytes were counted. 

At the end of 1930 the patient had begun to suffer from 
a disturbed gait, to which were added acroparesthesiz, 
numbness of fingers and toes, and soreness of the tongue. 
During the last-mentioned admission, a slight spastic 
paralysis of the lower extremities had been found with 
@ positive Babinski’s sign, and increased deep reflexes 
together with slight clonus. It remains to be noted that 
the patient, as early as 1925, suffered from a tendency to 
** blisters ” on the tongue. 

In spite of the improvement of her anemia, her condi- 
tion remained poor, the patient being much troubled by 
spinal symptoms and not being able to attend to her 
work at home. She also suffered from extreme fatigue, 
and she was admitted in December, 1931, into the Bispeb- 
jerg Hospital to be observed before being awarded invalid 
benefit. She was now found to be in an alternating 
psychosis condition, highly stamped by her mental dis- 
order. The weight was 52 kg. and Wassermann reaction 
was negative. No signs of corrosion were found. 
The tongue was smooth and glistening, with atrophy of 
the papille. On examination of the lower extremities, 
the power was found unimpaired ; the deep reflexes were 
spastic and there was slight ankle-clonus. Babinski’s 
reflex was positive on the right side. Ataxia was found 
in the knee-heel test. Sensibility was normal, the gait 
was unsteady, but not characteristically spastic. A 
hematological examination showed :— 


White cells .. -. 3300 
Icteric index . . oe 5 


Hb os 59 per cent. 
Red cells ee 4,040,000 
Colour-index .. 0-75 
A differential count gave normal figures. In the urine 
no pathological elements were found. An X ray examina- 
tion of the cesophagus and the stomach showed no patho- 
logical changes in the wsophagus. The stomach had the 
appearance and the width of intestine; the pyloric part 
and the duodenal bulb could not be recognised (Fig. 1). 

During her stay in the department the patient was 
allowed up ; she felt constantly hungry, but did not suffer 
from dyspepsia apart from slight oppression after meals. 
When the patient was discharged her weight was 53 kg. 

As mentioned, the mental condition of the patient was 
very variable, and in August, 1932, she made a less serious 
attempt at suicide, and was consequently admitted into 
the psychiatric department of the City Hospital at Copen- 
hagen. During the stay her nerveus lesions were found 
to be unchanged, and the hemoglobin percentages were 
as follows: August 17th, 55; Sept. 10th, 56; Sept. 21st, 
60; Oct. 13th, 68. She was treated with extract of liver 
and Ventriculin, and her weight increased by 2-3 kg. in 
spite of frequent diarrhwa. 

After her discharge the patient was treated at the 
hospital’s medical out-patients’ clinic with various pre- 
parations of liver and stomach, several of which had no 
effect. It seems likely that she periodically neglected 
treatment, but we have not obtained sure evidence of 
this. Her condition however was growing constantly 
worse, and immediately before her admission to the 
Bispebjerg on Sept. 19th, 1935, she had been lying in 
bed in her home for at least three months without any 
treatment at all. 

On admission, therefore, the patient was extremely 
exhausted, slightly confused, subicteric. Extreme anwmia 
was present, together with symptoms of heart failure, 
venous stasis in the organs, and pronounced cedema. 
The spinal lesions seem to have remained stationary, the 
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condition being found practically unchanged from the 
revious admission four years before. ‘Treatment was 
ont at once; she was given Pylorin* together with 
extract of liver, but in spite of this her condition grew 
worse. The temperature was rising, indicating an infec- 
tion of the urinary tract with colon bacilli, and it was 





FIG, 1.—Radiogram of the cesophagus and the stomach. 


The 
pyloric part and the duodenal bulb are unrecognisable. 


found necessary to perform a blood transfusion. After 
this the patient improved, the temperature fell, the vomit- 
ing ceased, and she took her medicine without any diffi- 
culty. The cedema and the stasis disappeared, her mental 
condition improved, and she has since presented nothing 
abnormal in her psychotic condition. The blood examina- 
ticns appear in the accompanying Table. In Fig. 2 the 
various counts are plotted graphically. 

The blood smear from Sept. 25th showed a lympho- 
cytosis of 72 per cent., some megalocytes but no other 
abnormalities. The remaining examinations, such as 
Wassermann reaction and electrocardiography gave 
normal results. An X ray examination of the stomach 
showed the condition unchanged from the previous 
examination four years before; a rapid passage through 
the gastro-enterostomy was seen, but there was no evidence 
of intestinal stricture. 

The experiences from the previous admission being kept 
in mind, a Ewald test-meal was not attempted, but a 
fractional gastric analysis was per- 
formed; no fasting secretion was 


9, 
obtained, but after a histamine injec- We Retic.% 


direct connexion with the blood transfusion. At the same 
time the general condition improved, as already men- 
tioned, so that the patient in the course of a short time 
was able to move out of bed. The high reticulocyte 
counts at the beginning are peculiar; it seems doubtful 
if they are caused by the treatment with preparations of 
stomach and liver, prescribed only two days before. It 
might be suggested that the patient, when admitted, was 
in a state of spontaneous remission. 

In spite of the improvement of the blood counts and 
of the general condition of the patient, her weight during 
a long time showed a constant and regular decrease, for 
a while being far below the weight at the previous admis- 
sion. Compared to the ravenous appetite of the patient, 
this constant loss of weight seemed most remarkable. 
Periodically she ate up to 40 sandwiches in a single meal 
without any notable dyspeptic trouble, an astonishing 
fact, considering the small capacity of her stomach. 
Part of the loss of weight is undoubtedly due to the dis- 
appearance of the cdema, but all of it can hardly be 
explained in this way. At the same time her stools, 
being at first watery, became solid and very voluminous, 
the weight amounting to 400 grammes. Since it was not 
fatty diarrhea, presumably the quantity of feces was due 
to an extremely bad absorption of food, caused by the 
hasty passage through the anastomosis into the jejunum. 
The greater part of the food thus passed unabsorbed 


. through the digestive tract; this explains the dispropor- 


tion between the abundant intake of food and the weight 
of the patient. This, however, turned out to be only a 
transitory phenomenon; shortly afterwards her weight 
began increasing, and at the time of discharge, on 
Nov. 24th, her weight was 51-3 kg.—i.e., she had put on 
9 kg. in weight. At the same time the hemoglobin had 
risen to 74 per cent., and the patient was discharged 
from the hospital, being told to continue the combined 
treatment with pylorin and extract of liver. A control 
examination two weeks later showed that her weight had 
increased a further 5 kg. ; the hemoglobin percentage had 
remained stationary, the red cells having, however, risen 
to normal. She gave then the impression of an absolutely 
normal woman, ner appetite still being extensive, even if 
not as ravenous as before ; she suffered from no dyspepsia, 
and her stools were normal in all respects. Of her 
former complaints, only the irreparable spinal symptoms 
remained. 


DISCUSSION 


No doubt is likely to be raised about the diagnosis 
that this patient was suffering from pernicious 
anemia, and it seems to be most probable that her 
disease developed as a consequence of the corrosion 
of her gastric mucosa, this being, as observed at the 
operation, completely destroyed, especially in the 
pyloric portion. Three months after the injury her 
hemoglobin had already fallen to 60 per cent., and 
the fact that about seven years had to pass before 
the pernicious anemia had completely developed 
coincides with general experience. Thus Goldhamer, 
reviewing the reports on pernicious anwmia result- 
ing from resection of the stomach, found the period 





60) 20 


tion, 2~-13 c.cm. of gastric content was 
aspirated. It was of a slightly yellow 
colour, not reacting toCongo-red paper; 56 
the acidity, titrated with phenol- 
phthalein as an indicator, amounted to 52 
from 6 to 10. The slight yellow colour 
might suggest regurgitation through 
the anastomosis, but it is doubtful if 4g 
this could be avoided. 

As apparent from the Table and the 
graph a rapid rise in hemoglobin and 
especially in the red cells began in 











Hb% RBC. 
100 | 5-0 


80} 40 
60}30 
40)}20 


20} 1-0 











* A preparation made by Medicinal Co., 
Ltd., Copenhagen, according to the work of 
Meulengracht, exclusively from the pyloric 
part of the stomach of the pig. 
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FIG, 2.—Showing the patient’s progress. 
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of development from 5 months to 15 years. Thus 
the destruction of the pyloric glands, caused by the 
corrosion, in this patient has produced a genuine 
pernicious anemia with all of its classical symptoms. 
There is no reason to suppose that there were any 
other concurrent causes; no evidence of intestinal 
stricture was found, as already mentioned. 

The patient’s remaining anemia after the gastro- 
enterostomy was probably due to the difficulties in 
achieving a rational therapy because of her mental 
condition, but even later when the giving of treat- 
ment was successful, her anemia seemed to respond 
somewhat unusually. It was evidently being kept 
compensated only with some difficulty; this is 
apparent, inter alia, from the swinging hemoglobin 
percentages and from the development of spinal 
symptoms. I do not think that these circumstances 











j 
Retic. Hb 2 
R.B.C. Ict.- | Wt. 
Date. aa eas. | (mill. ). CI. W.B.C. index.) (kg.). 
Sept. 23rd* | 12-2 18 | 06 | 1-41 | 2100 |12-13| .. 
» 24th 8-8 xo ae ie ps Ps es 
» 25tht| 14-6 ee 
» 26th | 11-0 i he es 
» 27th 8-6 ‘ae * " de 42 
» 28th 9-2 45 | 22 | 103 | 2900 5 he 
» 30th | 4°8 it ee ye oa oe | 447 
Oct. ist | 3-4 ae 
» 2nd| 38 a 
» 8rd | 32 . 
» 4th | 20 i a ; 
» th 16 Mi he * a ol T. 
‘he. 16 49 | 2-8 | 0-88 | 3800 5 | 426 
o 4-4 vie 4 vi ¥ ny és 
” 9th 1-2 . 
» 10th 0-4 és De a ‘ 
» lth 0-6 iin . - < re: ; 
» 12th 10 57 2-3 | 102 | 4700 5 he 
» 14th 0-6 ba. ow <2 od os =| 421 
» 15th | 12 bs me 
» 16th 1-8 OMe aes me ss af 
» 17th 0-4 es 22 we ot a a 
» 18th | 03 58 | 32 | 0-90 | 3700 5 ii 
” 21st | oe ee | ee oe oe os 43°5 
— «ie 57 | 31 | 092 3900 5 a 
» 28th ea ae “a re et -- | 43°7 
Nov. ist 64 3-6 | 0-88 | 4500 5 a: 
» 4th | oe fe “ ¥ .. | 45°7 
a | 64 3-8 | 0-84 | 4900 5 ie 
» © ae ye: 3 .. | 492 
» 15th 59 3-7 | 0-80 2900 5 a 
¢2-ne * sa Ps “A .- | 51°5 
» 22nd 74 3-9 | 0-94 4100 5 ~*s 
Dec. 7th | uy oe | 567 


74 47 | 0-78 
I — = 
* Treated with pylorin and liver extract from Sept. 21st. 
t Blood transfusion 500 c.cm. 


can be completely explained as being due to incom- 
pleteness of the treatment, since this was very 
energetic while it was being carried on; neither 
can it be explained as being caused by the negligence 
of the patient, since it was not of any importance 
until late in the disease. 

In my opinion it seems to be likely that her condi- 
tion, apart from her pernicious anemia, was influenced 
by the general “‘ agastria,” this being further accen- 
tuated by the gastro-enterostomy. Her condition 
also contained elements of a hypochromic anzmia, 
this expressing itself in the difficulty of making the 
hemoglobin percentage rise to normal in spite of 
the combined treatment with pylorin and extract of 
liver, contrasting with the red cell count, which, as 
mentioned, finally showed normal values. As shown 
by Cosin and Hurst, Meulengracht (1934a), Hartfall, 
and Larsen gastro-enterostomy alone may cause 
anemia, this most frequently being hypochromic and 
very similar to the simple achylic or achlorhydric 
anemia. In most of the observed cases achylia and 
a quick emptying of the stomach through the anas- 
tomosis was present. In some few cases Hartfall 
(1934), Larsen (1934), a hyperchromic anzmia 





developed, responding to liver treatment, and being 
very similar to pernicious anemia. 

In this case, as mentioned, no doubt several factors 
contributed to create the present not quite typical 
picture. Being treated with preparations of stomach 
and liver, her anzmia has lost the pernicious character ; 
she is now left with a gastro-enterostomy anzinia, 
better called an “ agastric”’ anzmia, together with 
irreparable symptoms as the atrophy of the papille 
of the tongue, and the spinal lesions. The hasty 
passage through her anastomosis and the bad absorp- 
tion of the food combined with it, also expressing 
itself in loss of weight, even if only transitory, may 
be supposed to cause the part of her anewemia that 
turned out to be unaffected by liver and stomach 
treatment. The prognosis of her disease will no 
doubt be directly dependent on the success of the 
treatment in combating the conditions described ; 
this needs the patient’s active coéperation. It looks 
as if this has succeeded, at least at present, and that 
is why it is permissible to make a fairly favourable 
prognosis. 

The unquestionable connexion between the destruc- 
tion of the pyloric glands and the development of 
anemia makes the case a good example of the import- 
ance of the gastric mucosa in the pathogenesis of 
pernicious anemia, strongly supporting at the same 
time the theories conceived during latter years. 


SUMMARY 


A case of typical pernicious anemia is described, 


' developing in a woman, aged 43, in the course of 


seven years after corrosion of the stomach by nitric 
acid. This completely destroyed the gastric muscosa 
especially in the pyloric part, the stomach being 
transformed into a small sausage-shaped organ with 
intestinal dimensions and with a considerable pyloric 
stenosis. Gastro-enterostomy was performed 7} years 
after the corrosion, connecting the orange-sized 
gastric cavity with the jejunum. Treated with 
preparations of liver and stomach the general con- 
dition improved, though it was difficult to keep 
the anemia compensated, spinal symptoms thus 
developing. 

During a recent admission to hospital, however, 
the condition was found to be serious, the patient 
having been untreated for at least three months 
previously. After a blood transfusion and specific 
treatment the patient improved fairly well, though 
remaining somewhat anemic. It is supposed that 
this anemia, now hypochromic, is due to the gastro- 
enterostomy and general ‘“‘agastria,”’ since it is 
demonstrated that there is a very quick passage of 
food through the anastomosis, causing extremely 
bad absorption. 
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PULMONARY FIBROSIS IN CHILDREN 


A REPORT ON TWENTY-THREE CASES 


By M. O. Raven, D.M. Oxon., M.R.C.P. Lond. 


PHYSICIAN TO THE RAMSGATE GENERAL HOSPITAL; MEDICAL 
OFFICER OF THE ST. MARY’S AND OF THE CLEVEDON 
CONVALESCENT HOMES, BROADSTAIRS 


Havine had 45 children with pulmonary fibrosis 
under my care at Broadstairs between June, 1928, 
and August, 1934, it seemed worth while inquiring 
into the subsequent histories of some of them. 
Excluding a number of mild and more recent cases, 
29 children were chosen for circularisation and as a 
result 23 were traced by the efforts of the Invalid 
Children’s Aid Association. Of these 16 were 
re-examined at a special clinic, while reports (non- 
medical) were received from another 7. The remain- 
ing 6 cases could not be traced. Fortunately, nearly 





all the cases with most long-standing illness and with 
the severest physical signs were included among those 
that turned up at the clinic, and the report is largely 
based on these. 


RESULTS 


No death was reported: on the contrary, with 
one exception, good health and improvement in the 
local condition were found, though most of the 
children had been away from time to time to special 
schools and convalescent homes, 


The exception was a girl noted as ‘“‘ very undersized,” 
when she was at Clevedon Home, Broadstairs, in 1931 ; 
she then, at the age of 7, weighed 2 st. 8} Ib. Re-examined 
in December, 1935, at the age of 12, she only weighed 
3st. 9lb. and presented very extensive bronchiectatic 
signs with dislocation of the heart to the extent of 2} in. ; 
she had also severe cough, 4 oz. sputum daily, considerable 
dyspnea, and clubbing of the fingers, and she had had 
recent hemoptysis. This was in contrast with her condi- 
tion in 1931 when she was discharged to London free from 
symptoms. 


‘ 





ao 


CaSE 1.—Girl aged 6} in January, 1929. 


1929 
Bronchiectasis for 2 years previously ; no symptoms. 


<< 


€eceece¢e 





1935 
Slight dyspneea and cough ; heart pulled over to right ; 
progressive fibrosis. 





CasE 2.—Boy aged 6 in January, 1929. 


1929 
Chronic bronchitis 2 or 3 years ; no symptoms. 





Admission to home; no yates beyond slight clubbing 
of fingers. . 


1935 
Much improved; slight cyanosis and clubbing of fingers ; 
“mad on football.” 





Case 3.—Girl aged 7 in October, 1928. Fibrosis left lung following on previous pneumonia. 
1928 


Discharge to London. No symptoms. 
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rith With this exception, the reports and findings as 
ose si to general health were favourable. One boy, who 
ely had extensive signs in both lungs in 1929 was said 
to be “mad on playing football” and had greatly 
improved physical signs. A girl, discharged in 1929, 
‘ith after 10 months at the sea was reported to be well and 
the working in an office. Other reports in cases showing 
the extensive physical signs in 1930 or earlier were: | 
sial “No sputum and keeping well”: “Done well; 
no sputum; never ill since leaving the home”: 
- “Trouble with chest; sputum only in winter; 
cd, getting on well.”’ 
vo The above reports, taken by themselves, are not, 
hed perhaps, very convincing, but it is fair to say that, 


atic CasE 3 (continued). with the exception of the one severe case quoted, 
n.; of the 16 children that came for examination none 


rm “ Played es at ordina: ll um: : , ; : 

ible oom fan any ‘one oe rrrkg y by had been byt appeared invalid and most were in robust health— 
had b it hemoptysis. Dr. M. Davidson tells me there is no i 2 y fi > be ¢ , ralesce 
— eign of tabeneaious inliteaiion. Gpetum chowed ne teberas indeed one usually finds them to be at conv alesce nt 
| bacilli after the hemorrhage. homes, even when the physical signs are very 
‘om 
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1929 1935 
Cough ; ricketty-shaped pigeon-chest; “fibrosis”; coughing *“ Does office work ; illness after coming home: nothing 
alot; clubbing of fingers. since ; has done well.”’ 











CasE 5.—Girl aged 7 in December, 1929. 
1929 1935 
Pulmonary fibrosis ; some cough. “* Never an illness since.” 
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P-t only 








om CasE 6.—Girl aged 7 in June, 1930. 
1935 
”: cough; clubbing of fingers. Cough has disappeared qratnely, but has developed tuberculous 


“ Fibrosis of | 
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.E. = Diminished air-entry. P-t = post-tussic rales. 
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extensive. The signs are hard to summarise, varia- 
tions being very pronounced, but it may be said that 
rales show diminution in extent and in number, 
that, with progressive fibrosis, areas of cavernous 
breath sounds do not necessarily enlarge, which 
perhaps accounts for the fact that only in very few 
cases did the parents report the presence of sputum. 


CASE REPORTS 


It will probably be simplest if I report in detail the 
progress of six advanced cases (see Charts). 


SUMMARY 


Of 23 cases of pulmonary fibrosis in childhood, 
22 were reported or found on examination to be in 
good health generally after an interval of from 3 to 6 
years. None had died. Improvement made at a 
convalescent home had been maintained and in many 
cases increased. Deterioration in the physical signs 
was found to be the exception. 


TI should like to thank the Invalid Children’s Aid Associa- 
tion for their great assistance in organising the clinic 
at which the patients were re-examined. 





OXYGEN ADMINISTRATION 


FURTHER OBSERVATIONS 


By J. ArGyLL CAMPBELL, M.D., D.Sc. Edin. 
(From the National Institute for Medical Research) 





AT present the common methods of oxygen 
administration are the closed tent (Hill 1921, 
Campbell 1934)—a form less frequently used is the 
open tent or box (Campbell 1934 +4)—and the nasal 
catheter (Campbell 1934, Marriott and Robson 1936). 
The disadvantages of the closed tent are the isolation 
of the patient, the constant skilled attention required 
for efficient running, and the expense, which usually 
amounts to 30s.—40s.a day. The open tent has similar 
disadvantages, except that the patient is not quite 
sv isolated and gains freer exchanges of air. The 
disadvantages of the nasal catheter are the irritation 
of the nasal mucous membrane with high rates of 
oxygen flow for prolonged periods, and the need 
for local anesthetics ; also the catheter is very waste- 
ful of oxygen, which makes its running expenses as 
high as those for the tent. Because of these dis- 
advantages a box mask (Campbell 1936a) and a 
small face-tent have been introduced, the running 
expenses of which are about 15s. a day if 100 ce. ft. 
cylinders of oxygen are used. The face-tent is 
similar in shape and principle to the box mask, but 
whereas the latter is made of aluminium or card- 
board, the former is constructed from wire and closely 
woven linen. For similar efficiency the expense of 
the box mask or face-tent is half that of either the 
large tent or catheter. Also with the mask no 
analysis of gas is required and there is no obstruction 
to breathing, since there are no valves to be opened 
and closed. Valves constitute the disadvantage 
of the usual rubber face-masks. Further the box 
mask requires a minimum of attention and little 
skilled knowledge. 

The large tent makes the whole bed more or less 
gas tight but the upper part of the body and the head 
are free inside the tent ; isolation is however almost 
complete. With the catheter or box mask the head 








1 See also Lancet, 1936, 2, 697. 


is not completely enclosed and the patient can com- 
municate freely with others, but for this advantage 
the patient must put up with some apparatus on the 
face. 

THE BOX MASK 


The box mask (see Figure) was described in previous 
communications (Campbell 1936a and 1936b) to 
which the reader is referred for details. When 
made of aluminium it weighs about 100 g., but it 
may be improvised from a cardboard box and a 
catheter in about ten minutes, and if made of thin 
material is much lighter. The aluminium mask is, 
of course, the more durable but not more efficient. 
When in use the mask is connected with a Bobbin 
flow-meter (1 in Fig.) through which the oxygen 


Table showing Experiments with Box Mask under 
aeicttad Conditions 








Sigs Pi ag ay 
2 s 
Son isi af E 2s | Alveolar 

ee aition of 22H" S55 | pressures,* | Mask used and 

" ag £55 2=6 | per cent. its conditions. 

oungest PE" 5) O” & | atmosphere. 
1936 CO, O, | 
May | Sitting ; : 6 {3:3 50-0 Aluminium mask 
28th | resting. 6-3 50-0 without curtain. 
| or, .2>| Linen face-tent, 
ers 7 6 | {33 30:3 }| moistened ; with- 
. out curtain. 
July ; “he {53 66-8 || Aluminium mask 
8th | 8 6-0 70-3 with curtain. 
July 2 7 x 5-7 770 
® 7 7 56 70-9 » ad 

Oct. |p | [6-5 38-8 | Aluminium mask 
28th |Hxercise. 10 mia {83 36-7 | without curtain. 
Oct. 10 6 {¢: 9 45°38 Aluminium mask 
27th = 68 426) with curtain. 








* The alveolar gas samples were taken by the 1e Haldane method 
immediately after remoyal of the mask from the face; about 
5 c.cm. were analysed in the large Haldane apparatus. 





passes from a standard automatic regulator fixed 
to the oxygen supply cylinder. It is not necessary 
to moisten the oxygen, especially as moisture from the 
expired air condenses on the inside of the mask. 

It was shown previously (Campbell 1936a) that 
it is possible to maintain an oxygen pressure of about 
50 per cent. of an atmosphere in the lung alveolar 
air, with an oxygen flow of 6 litres per min. (see 
Table, May 28th). Further observations have now 
been made, with a similar oxygen flow, to obtain 
alveolar oxygen pressures higher than 50 per cent. 
This figure is sufficient for all ordinary pufposes— 
e.g., in pneumonia—but in cases of carbon monoxide 
poisoning it is desirable to use almost pure oxygen 
for short periods to hasten the separation of the 
carbon monoxide from the hemoglobin. For this 
purpose a curtain of lint (3 in Fig.) is attached, by 
means of an elastic band, to the lower open end of the 
mask so that the curtain hangs about 4} in. below 
the lower end of the mask. The curtain must at the 
same time close the small openings at the lower ends 
of the sides and front of the mask. The curtain is 
freely open below and hangs collapsed on the chest 
but, with oxygen flows of 6 litres per minute or more, 
there is enough ventilation through the collapsed 
open end to prevent accumulation of carbon dioxide 
or monoxide. 


With this arrangement and a flow of 61. of oxygen per 
min. the alveolar oxygen pressure becomes about 65—70 per 
cent. (see Table, July 8th) while with a flow of 8 1. per min. 
the alveolar oxygen pressure becomes about 80 per cent. 
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water when the patient is hot or feverish. 
The evaporation of moisture from the linen 
will cool the face as well as the gas to be 
inspired. The results for alveolar oxygen 
pressure with this small face-tent, either 
moistened or dry, are similar to those with 
the box mask. Thus a flow of 61. of oxygen 
per min. raises the alveolar oxygen pressure 
to about 45-50 per cent. (see Table, 
Nov. 19th). 

Leonard Hill (1915) used a similar face 
covering, but the principle is not the same. 
The efficiency of the box mask and face- 
tent depend on the end of the inlet tube 
(or catheter) for oxygen being bent upwards 
so that the incoming oxygen strikes the 
middle of the top of the apparatus. 


SUMMARY 


It is shown how, with the aid of a short 
curtain of lint, alveolar oxygen pressures 


The front of the box mask with the inlet tube above attached to the Of 70-80 per cent. may be obtained with 


Bobbin flow-meter, which in turn is connected with the automatic the box mask and a moderate flow of 


regulator on the O, cylinder. 


Pipe serene meidneait iain tlle: Ciesla eteeate oxygen. Such pressures are required in 
mare e@ wire frame for e linen face-tent ; e mt in ube is seen ag rida 13 ; . 7 . 
above. The bottle-shaped opening accommodates the nose and mouth. carbon monoxide powoning oF for short 


3.—The box mask from the front, with the curtain of lint below. 
(Photograph by L. W. Collison.) 


(July 9th). These figures were obtained with the subject 
sitting quietly with head slightly bent forward and with 
a respiratory volume of 7-81. per min. In order to test 
the mask with a larger respiratory volume, e.g., 101. 
@ min.—as is observed with some patients with respiratory 
distress—the subject performed mild exercise to raise 
his respiratory volume to about 101. per min. He stepped 
up on to an ordinary chair (18 in. high) and stayed there 
for 30 secs. and then stepped down again remaining on 
the floor for another 30 secs. He repeated this routine 
once a minute for 6-10 mins., breathing through the mask 
all the time. With oxygen flow of 61. per min. into the 
mask the alveolar oxygen pressure was 37 per cent. 
(Oct. 28th) but with the curtain of lint at the bottom the 
pressure was 45 per cent. (Oct. 27th). As the movement 
of exercise changes the position of the mask and curtain 
these figures must be considered minimal. 


With a patient in bed the lower open end of the mask 
is just above and faces the chest, while the curtain 
of lint lies on the chest; the curtain retards the 
exit of oxygen from the mask and at the same time 
retards the entry of air into the mask, so that the 
oxygen concentration in the mask is raised. Without 
the curtain the lower end of the back of the mask 
is almost touching the chest with the patient in bed and 
the head slightly bent forward on the pillow. The 
chest in this case also acts as a slight check on the 
flow of oxygen out from.the mask and the entrance 
of air into it, All the observations with the mask 
in the resting subject have been made with the head 
slightly bent forwards as in the patient. If the head 
is held straight up there is freer exchange between the 
oxygen in the box and the air outside and therefore 
the alveolar oxygen pressure is slightly lower with the 
head in this position. 


A SMALL COLLAPSIBLE FACE-TENT 


This face-tent is really a modified box mask. It 
has the same shape and is run on exactly the same 
principle, but it is very much lighter, weighing less 
than 50g. and is thus of value with aged or frail 
patients. It is made of a framework of wire (2 in Fig.) 
covered with closely woven linen. The framework 
is collapsible, an advantage where space-saving is 
required in transport. Another advantage of this 
apparatus is that the linen may be moistened with 


periods on other occasions. The box mask 
may be improvised from a light cardboard 
box and a catheter in ten minutes. 

A small collapsible face-tent weighing less than 
50g. is described for use with frail patients. It 
works on the same principle as the box mask and with 
a flow of 6 1. of oxygen per min. raises the alveolar 
oxygen pressure to about 45-50 per cent. 

All the apparatus may be obtained from Messrs. Siebe 
Gorman and Co., Ltd., 187, Westminster Bridge-road, 
S.E.1. 
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INTERNAL PNEUMOLYSIS* 


A FURTHER ONE HUNDRED CONSECUTIVE OPERATIONS 


By F. G. CuHanpier, M.D. Camb., F.R.C.P. Lond. 


PHYSICIAN, WITH CHARGE OF OUT-PATIENTS, 8ST. BARTHOLOMEW'S 
HOSPITAL ; SENIOR PHYSICIAN, CITY OF LONDON HOSPITAL 
FOR DISEASES OF THE HEART AND LUNGS, VICTORIA PARK, E. 





In Tue LAnceET of Oct. 19th, 1935, I published the 
results of 110 consecutive operations. The present 
series follows straight on. 

The 100 operations were performed during 1934-36 
on 68 tuberculous patients. As in the first series 
the cases were unselected; in several there was 
bilateral disease and in some a bilateral pneumo- 
thorax. Every patient, where possible, has been 
followed up at three-monthly intervals. I would 
point out, however, that I am unable to control the 
after-treatment of many of them. Not that I have 
any adverse criticism of this, but in some I think 
I should have left certain effusions alone that were 
aspirated, in others I might have made an oleothorax, 





*It has been pointed out to me by Dr. F.R.G. Heaf and others 
that the term ‘‘ pneumolysis ” is incorrect, and that the word 
should be “‘ pneumonolysis.”” At the same time, this abbrevia- 
tion has been established by usage, as, for example, in pneumo- 
coccus and pneumokoniosis. 
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while in ‘others again I might heave > made a bilateral 
pneumothorax. 

There may appear to be a discrepancy in the 
figures. This is because some patients were operated 
on two or three times ; in one case an operation was 
performed first on the right and then on the left side 
of the chest. 

Of the 68 patients the youngest was sixteen and 
the oldest forty-nine. The operations and. their 
results are summarised in the accompanying Table. 


ADHESIONS 


(varying from simple bands to complicated systems ofadhesions, 
sometimes more than 4 in. wide and 2 in. or more thick) 


Cases 
Single on os va ae ee - o ae 
Two to three Se be ae ore 5. oda 
Four to six , ibe i> ee ae oy ae 
More than six _ - se on oe oo? 

TECHNIQUE 

Times 
Two instruments .. ee oe ee os oe 3 
One instrument... we ee oe os oe 
Electrocautery alone a aa 4d 
Diathermy and electrocautery combined os on. ea 

MECHANICAL RESULT 

Cases 
Complete collapse ee <3 és da os a 
Greatly improved collapse ‘ i> 
Closure of cavity without complete collapse . _ 4 
Unsatisfactory collapse .. 0 0 - és 4 

PLEURAL EFFUSION SOON AFTER OPERATION 

Cases 
Slight (just — diaphragm ) we ow my 8 
Moderate .. = ae 2 
Much (more than « one- -third up "chest).. ae ee 2 

EFFUSION SOME WEEKS AFTER OPERATION 

Cases 
Slight (just covering diaphragm ) os se ee 
Moderate 9 
Much (more than ‘one- third up " chest). 4 
Obliterative pleurisy 5 

SURGICAL EMPHYSEMA 

Times 
Slight ee oe és eo _ a oo aa 
Moderate .. os oe ue o” oe oa + 
Much ° q 

FEBRILE REACTION 

Times 
None “s oa we 1 bo sé oe Cl 
Evanescent we om ee ee co 
More than three days ee o~ as ce 0 5 
More than six days - - ‘w es oe 3 


EMPYEMA 


One case. Tuberculous empyema occurring four months 
after operation. 


HZ MORRHAGE 
Oozing occurred in one case, easily controlled by diathermy. 


PRESENT CONDITION 


In good health (no tubercle bacilli in eee -- 4 
In fair health ‘ ° 


ll 
Relapse or extension to other side 7 
Very ill é ad 3 
Dead ae | 
Untraced 0 


As there has been controversy about the use of 
diathermy, I would make it clear, as in the previous 
article, that I abandoned using the cutting current 
after Operation No. 50 in the first series, but I have 
almost always used the coagulating diathermy current 
for coagulation before burning, except in obviously 
avascular adhesions. 

There is no doubt that often the diathermy 
coagulating current is unnecessary ; but it is a safe- 
guard, Coagulation is required for the control of 
brisk oozing, and for comfort and ease of operating 
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it i is highly desirable to be working. in a acy. white 
field, and not in one partially obscured by blood, 
whether coagulated or not. These conditions are 
more likely to be obtained by the use of diathermy. 

Finally, I think most workers would agree that 
for enucleating adhesions diathermy for oni 
is essential. My own practice is to enucleate only 
when necessary. 


Clinical and Laboratory Notes 
DIVERTICULITIS WITH AN UNUSUAL 


TERMINATION: PYLEPHLEBITIS 
SIMULATING WEIL’S DISEASE 








By W. T. Cooks, M.B. Camb., M.R.C.P. Lond. 


LATE HOUSE PHYSICIAN, THE ROYAL HOSPITAL, 
WOLVERHAMPTON 





THE signs and symptoms of diverticulitis are very 
varied. They may be those of generalised peritonitis, 
acute or chronic “left-sided appendicitis,” pelvic 
abscess, acute or chronic obstruction, or carcinoma 
of the colon, or they may be those of general ill health 
and vague abdominal pains. The case described 
below had none of these text-book symptoms and the 


correct diagnosis was only made in the post-mortem 
room. 


The patient, a man aged 34, was admitted to the 
Royal Hospital, Wolverhampton,.on March Ist, 1936, with 
jaundice and pyrexia. Seventeen days previously he 
had been taken ill with shivering attacks, generalised 
aches and pains, nausea, and slight vomiting. He had 
had some pain in his epigastrium but he was very vague 
about its character and localisation. He could not 
remember the exact day when he became jaundiced. He 
had no itching of the skin. Soon after the onset of his 
illness he had coughed up a small amount of blood. 
He had gradually improved and a fortnight after the onset 
was allowed to get up. His temperature was then normal 
and he felt quite well. The next day he had a recurrence 
of his symptoms with shivering attacks and a high 
temperature, which had continued until his admission 
to hospital. He had never felt very ill and stated his 
appetite was gradually coming back. His stools had been 
@ normal colour during his illness. In normal health 
he had to take “ physic ” to get his bowels open regularly. 

Twelve months previously the patient had had a similar 
attack of shivering and pain in the epigastrium but 
without jaundice. He worked his own bakery which was 
situated in an old-fashioned house and was formerly 
infested with rats. 

Examination and investigations.—He was a jaundiced 
and emaciated man with no petechi# or purpuric spots. 
His mentality was normal. No rmal vesicular breathing 
was heard in the chest with a few crepitations at the 
bases. The pulse-rate was 110 and the heart sounds 
normal. The abdomen was slightly distended. The 
liver was enlarged three fingers-breadth below the costal 
margin and was very tender ; the spleen was not palpable 
but there was some tenderness on deep palpation in that 
area. 

A blood count on March 2nd showed hemoglobin, 
65 per cent. ; red cells, 3,520,000 per c.mm.; white cells, 
20,000 (polymorphs 89 per cent., lymphocytes 11 per 
cent.); colour-index, 0-92; mean diameter of red cells, 
7-8 u. On the same day the feces were found to contain 
a small quantity of bile-pigment, and the urine scanty 
granular and hyaline casts, abundant pus cells, a fair 
amount of albumin, and large amounts of bile salts, 
bile-pigments, and urobilin. The reaction of the urine 
was acid and sugar and acetone were absent ; on injection 
into guinea-pigs it proved non-pathogenic. On March 7th 
blood culture was negative after 96 hours, and on the 
10th cultures of feces yielded no pathogenic organisms, 
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though films showed pus cells and few red cells. The 
Wassermann reaction was negative. Serum sent to 
the Wellcome Bureau of Scientific Research did not 
agglutinate formolised culture of Leptospira haemolyticus 
and the adhesion test was negative (March 10th). 
Agglutination tests on blood (March 12th) were negative 
for B. typhosus, B. paratyphosus A, B, and C, Brucella 
abortus Bang, B. dysenterie Sonne, Shiga, and Flexner 
Vv, W, X, Y, Z, B. enteritidis, Gaertner’s bacillus, and 
the salmonella group. 

Progress.—The patient took fluids and light diet well. 
He was rather sleepless and tended to become delirious 
and restless at night. He continued to have one rigor 
every 24 hours. The jaundice varied in intensity and 
at times almost disappeared. On the seventh day in 
hospital (twenty-fourth day of illness) he began to have 
tenesmus and finally he passed several very watery stools 
intimately mixed with blood and mucus. The diarrhea 
was controlled with four doses of tinct. opii (M 15) and 
mist. crete (3i) which also gave the patient a much 
needed sleep. Collosol calcium 1 c.cm. for three doses 
was also given. To control the rigors, quinine sulphate 
grs.10 t.d.s. was administered. This had the desired 
effect. 

On March 10th, in spite of taking fluids well, the patient 
was becoming dehydrated and was rapidly drifting into 
a state of cholemia. Continuous intravenous glucose for 
31 hours (approximately 10 pints of 5 per cent. glucose 
in normal saline) had a slight beneficial effect, but he was 
now sinking. In view of the negative serological findings 
his condition was diagnosed as pylephlebitis of uncertain 
origin. He died on March 18th. 

Post-mortem findings.—A full autopsy was carried out 
by Dr. 8. C. Dyke. The body was that of a deeply 
jaundiced and emaciated man. The abdominal cavity 
was the only area to show features of pathological interest. 
Four diverticula were present in the distal end of the 
descending colon. One of these, situated in the posterior 
aspect of the colon, had perforated and formed a localised 
abscess on the inner and posterior side of the bowel. 
Pus had tracked up behind the descending colon and 
infiltrated between the layers of the transverse colon. 
Pus was lying within the peritoneal cavity between the 
liver and stomach. A tributary of the inferior mesenteric 
vein had become thrombosed. The thrombosis had 
involved the inferior mesenteric and the splenic veins. 
The thrombus had become infected and the distal end 
was frank pus. The liver contained a large number of 
abscesses varying in size from a pea to a tangerine. 
Cultures from the pus showed B. coli. The spleen was 
large and septic ; the kidneys were normal. 


On admission this patient had signs and symptoms 
suggestive of Weil’s disease, and until it had been shown 
that the urine was non-pathogenic to guinea-pigs 
and that the serum did not agglutinate the spiro- 
chete this diagnosis appeared the most likely. 

Weil’s disease is usually transmitted through 
infected rats. The onset is sudden with shivering 
and muscular pains, high temperature (103°-105° F.), 
anorexia, constipation, and vomiting. Jaundice 
appears about the fourth or fifth day. Hzemorrhages 
are quite common either from the lungs, stomach, 
or rectum. The liver is enlarged and tender and the 
spleen is not usually palpable. The blood picture 
shows a leucocytosis (20,000-30,000 with 80-90 per 
cent. polymorphonuclears). The initial fever falls 
in about 10-14 days and frequently a secondary 
fever with temperatures up to 103° F. follows for 
about ten days. The disease terminates in severe 
cases with convulsions and cholemia. 

This general description of the usual features of 
Weil’s disease is at the same time an excellent 
summary of the illness of our patient, and it was only 
the absence of any of the specific laboratory findings 
of Weil’s disease that made the diagnosis untenable. 
A diagnosis of pylephlebitis then became the only 
acceptable alternative, though no suggestion could 


be made as to its origin. The post-mortem findings 
of an acute diverticulitis were therefore a complete 
surprise. 

Although Mayo?! has shown that the post-mortem 
incidence of diverticulitis in all people over forty 
is 5 per cent. and in 40,000 X ray examinations 
was 5-7 per cent., it is very rarely encountered 
at so early an age as thirty-four. This is borne out 
by Edwards,? who examined 114 patients under 
thirty-five with symptoms referable to the large 
intestine and did not once find diverticulosis. Further- 
more the case was unusual in that there were no 
previous symptoms pointing to diverticulitis, and 
also in its mode of termination. Though the forma- 
tion of a localised abscess is one of the ordinary 
complications, an extension of the inflammation 
giving rise to pylephlebitis and such large liver 
abscesses is extremely uncommon. 


In conclusion, I wish to thank Dr. J. H. Sheldon for 
permission to publish this case and for his helpful 
criticisms and advice, and also Dr. 8. C. Dyke for the post- 
mortem and pathological reports. 





A CASE OF DIPHTHERITIC HEMIPLEGIA 


By J. M. Toprsco, M.D. Florence, M.R.C.S. Eng., 
D.P.H. 


RESIDENT MEDICAL SUPERINTENDENT TO THE BOROUGH 
HOSPITAL, CROYDON 





HEMIPLEGIA is an uncommon complication of 
diphtheria. 


A girl aged 9 was admitted to the Borough Hospital 
on March 18th, 1936, as a severe case of diphtheria on the 
second day. She had previously been well, apart from 
measles and whooping-cough in 1929 and chicken-pox in 
1930. 

On examination there was extensive membrane over 
both tonsils, profuse rhinorrhea, and enlarged sub- 
maxillary glands. She was cyanosed, the heart sounds 
were very soft and rapid (120). She was given 44,000 units 
of antitoxin, 24,000 being intravenous, and another 
16,000 units later in the day. 

By March 24th the throat was clean, but the glands 
were still enlarged. Her colour was poor at times, and 
the heart-sounds were still soft and rapid (120). April Ist : 
** gallop ” rhythm was noted and the first sound at the 
apex was muffled. 

On April 2nd she suddenly developed a right-sided 
flaccid hemiplegia, the face, arm, and leg being paralysed. 
The knee-jerks and the right abdominal reflex were absent, 
and Babinski’s sign was positive on the right. She was 
drowsy, speech was indistinct, and she had incontinence 
of urine. The pupils were equal, large, and reacting to 
light. The first sound at the apex was still muffled, but 
the rate slower (96). By April 3rd, though the right arm 
and right side of face were still completely paralysed, there 
was very slight movement of the right leg. Her speech 
was indistinct, but she appeared to understand when 
spoken to. Right palatal paralysis with difficulty in 
swallowing was now noted. April 7th: the paralysis of 
the right leg had disappeared and she could move it freely, 
but the knee-jerks were still absent. Her condition was 
otherwise unchanged. A week later she could slightly 
flex and extend the right forearm, but she could not 
abduct it or lift it voluntarily. The right facial palsy 
persisted. Her speech was slurred and she took some 
time to answer questions. She still had palatal paralysis, 
a nasal voice, and dysphagia. The heart sounds were 
sharp and rapid (100). Bilateral ptosis with slight right 
internal strabismus appeared on April 25th. 

‘ ‘aT W. J.: Quoted by H. C. Edwards (1935) Lancet, 
» 1527. 


* Edwards, H. C. (1934) Lancet, 1, 221. 
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There was little change in her condition until May 6th, 
when there was more movement in the right forearm and 
hand. She had definite right wrist-drop with contraction 
of fingers and loss of hand grip. She was now able to 
abduct her right arm. By May 13th palatal movement 
had returned and the ptosis and right facial paralysis 
were less marked. The heart sounds were stronger and 
regular. On May 22nd slight flexion of the fingers was 
possible. By May 28th there was considerable general 
improvement, though the patient appeared mentally 
confused at times. She could now flex her right wrist 
slightly and use her fingers, though they were still 
contracted. 

She got up for the first time on June 6th, and a few days 
later could take a few steps with support. Her right leg 
and thigh muscles were wasted, the knee-jerks absent, 
and she dragged her right foot when walking. The right 
hand and wrist showed marked improvement. By 
June 30th she could use her right leg and foot and lift 
this off the ground, and grip objects with her right hand, 
though she still had difficulty in extending her fingers. 

When discharged from hospital on July 21st her gait 
was practically normal, though no knee-jerks were obtained, 
but there was still some weakness in the right facial 
muscles, right wrist, and fingers. The speech was normal. 


Points of interest in this case are the sudden onset 
of a flaccid hemiplegia in the third week of a severe 
case of diphtheria, with rapid recovery in the use of 
the right leg and comparatively early recovery of 
the paralysis of the face and right arm. 

In similar cases reported during the last few years 
by Benn and Alstead (1931), and Chamberlain and 
Alstead (1931), the hemiplegia though flaccid at first 
later became spastic, with a permanent lesion in the 
affected leg. This does not appear to have occurred 
in this case. The hemiplegia might possibly have been 
due to diphtheritic embolism or thrombosis, though 
there was no apparent permanent damage to the 
heart as has been noted in other cases. 

I am indebted to Dr. Oscar Holden, medical officer of 
health for Croydon, for permission to publish this case. 
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FLUORESCEINURIA 


By Georce Discomse, B.Sc. Lond. 


JUNIOR DEMONSTRATOR OF CHEMICAL PATHOLOGY, 
8T. BARTHOLOMEW’S HOSPITAL, LONDON 





Tue urine passed after a dose of fluorescein shows 
an intense green fluorescence. If the dye has been 
deliberately administered such a urine will cause 
no surprise; but if it has been given as a practical 
joke, or in a proprietary drug, some alarm may be 
caused. At St. Bartholomew’s Hospital two cases 
have lately been seen in which it followed the use of 
Ephazone, a proprietary remedy for asthma, which 
is claimed to contain 28 different drugs. 

The dye is excreted fairly rapidly by the kidneys. As 
an experiment, one tablet of ephazone was given to 
aman of 70 kg. weight, and fluorescein was found in the 
urine passed at the end of the first hour ; it was still 
present at the end of the eighth hour, but absent 
at the end of twenty-four hours. The greater part 
of the dye was excreted during the first four hours. 
In the serum of blood collected at the end of the 
first hour no dye could be detected. 

The presence of fluorescein in urine should be 
suspected if a normally coloured urine shows an 
intense grass-green fluorescence. If the dye is present, 
spectroscopic examination should show an absorption 
band between 506-482 my (maximum at 494 mp) 





(almost identical with that of urobilin) with general 
absorption on the blue side of 430 my, though in 
concentrated solution the band cannot be distinguished 
from the general absorption. On acidifying such a 
urine with hydrochloric acid the fluorescence and 
absorption band disappear. 


SEPARATION AND IDENTIFICATION 


The dye may be separated from urinary pigments and, 
if present in fair concentration, can be converted to eosin. 
The urine (50-500 c.cm.) is acidified with 1-2¢.cem. con- 
centrated hydrochloric acid and extracted with 25 c.cm. 
amyl alcohol. The amylic layer is separated and extracted 
first with 100 c.cm. water containing 20 drops 40 per cent. 
caustic soda and then with 50 c.em. water; the washings 
are united in a 250c.cm. measuring cylinder, 50 c.cm. 
alcohol is added to prevent turbidity, and the quantity 
is made up to 250c.cm. with water. A clear solution is 
thus obtained which shows the characteristic fluorescence, 
yellow colour, and absorption band of the dye at a dilution 
greater than one part of dye in 5,000,000 of urine. 

To convert to eosin, 100 c.cm. of the clear alkaline solution 
is made acid with hydrochloric acid and 1 c.cm. bromine 
water added. After mixing, the solution is made alkaline 
with caustic soda, when it becomes pink with a yellowish- 
green fluorescence, and if fairly concentrated shows an 
absorption band between 515-525mu (b to E lines), 


‘ This reaction is not easily obtained with dilute solutions 


of fluorescein, owing to some destruction by excess bromine, 
and thicker layers of solution (2—4 in.) should be examined 
for the bands. With both dyes the fluorescence is visible 
at much greater dilution than is the absorption band. 
even when 4 in. layers are examined with the spectroscope, 

In examining urine for eosin it was noticed that the 
absorption bands of eosin varied with solvent. In water 
and diluted alcohol only one band, between 434-560 mu, 
with a maximum at 515-525 mu, can be seen; in amyl 
alcohol either one or two bands may appear, according to 
concentration, the more intense being centred at 532 mu 
the weaker and more diffuse at 496 mu. 

To test for eosin in urine it was found convenient to 
acidify 200 c.cm. urine with ]-2:¢.cm. hydrochloric acid and 
shake out with 25 c.cm. amyl alcohol; to the separated 
amylic layer an excess of solid sodium acetate is added and 
the solution examined spectroscopically. Using a 1 in. layer 
the band at 532 my is visible at a dilution of | in 750,000, 
corresponding to about 1 in 5,000,000 in the urine. An 
hour after 0-1 g. had been taken by mouth the dye was 
present in the urine; it could be detected up to the end 
of the sixth hour, but not subsequently. 


The figures for the wave-lengths of absorption bands 
are not of great precision. Where comparable, they 
agree well with those obtained by H. S. Uhler 
and R. W. Wood (Atlas of Absorption Spectra, 
Washington, 1907). 

NEW INVENTIONS 
AN ELECTRIC ASPIRATOR 

THE frequency of pleural effusions in artificial 
pneumothorax treatment and the necessity for their 
removal demands efficient and  labour-saving 
apparatus. * An aspirator has therefore been designed 
with the following main objects :— 

(1) To remove fluid by constant suction. 

(2) To eliminate all fatigue for the operator. 

(3) To allow the operator to have complete control 
over the position and direction of the aspirating needle 
throughout the operation and if necessary, at the same 


time, to be able to control a pneumothorax needle to 
jntroduce air into the thorax. 


The apparatus consists of an electric motor which 
drives a small but very efficient suction pump. This 
is enclosed in a felt-lined box and controlled by a 
foot switch, which when not in use can be stored 
in another compartment. The suction pump is 
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connected to a gradu- 
ated bottle, in the lid 
of which are fitted 
two valves: one 
automatically cuts off 
the suction when the 
bottle is full, thereby 
preventing any fluid 
reaching the motor, 
and the other regu- 
lates the amount of 
suction, which can be 
varied from 2 to 600 
mm. of mercury. The 
degree of suction is 
registered on a mano- 
meter conveniently 
placed in a prominent 
position. A second 
graduated receiver is 
provided so that in 
cases where there is 
a profuse amount of 
fluid the operation 
can proceed without 
having to empty the 


4 MEDICAL 
ROYAL MEDICO-CHIRURGICAL SOCIETY 


Ata meeting of this society at Glasgow on Dec. 18th, 
Mr. G. ‘H. Epineron, the president, in the chair, a 
short paper on 

X Ray Dosage 


with reference to malignancy was read by Dr. FerGus 
L. HENDERSON, who discussed the difficulty of accur- 
ately measuring X ray doses. He said that, while it 
was now possible to determine accurately the number 
of r units that were being given, it was impossible to 
forecast exactly what effect any particular dose would 
have on the skin of any patient. The common procedure 
to-day was to give heavy doses of X rays, well 
filtered, over a period of 3-5 weeks. The tendency, 
therefore, of patients to omit a day’s treatment for 
various reasons made it impossible to give accurate 
doses. He urged that, wherever possible, patients 
should be told the truth about the disease from which 
they were suffering, since it was otherwise almost 
impossible to get them to submit to the suffering and 
discomfort from the heavy doses of X rays required 
to produce retrogression of a tumour growth. 


Dr. Noau Morris, in a paper on the significance of 


Plasma Phosphatase in Bone Disease and 
Jaundice 


said that since Robison’s work on phosphatase had 
been applied to clinical conditions, variations in 
plasma phosphatase had been studied in numerous 
pathological states, especially those affecting osseous 
tissue. The presence of the ferment in the blood 
might be taken as a rough estimate of its production 
in the tissues, but it was quite possible that an 
increase might be due to diminished utilisation in 
its place of origin. Plasma phosphatase was much 
increased in Paget’s disease, generalised osteitis 
fibrocystica, moderately raised in rickets, osteo- 
malacia and bone cancer, and slightly above normal 
in osteoporosis and osteopetrosis. In multiple cystic 
tumours of bone a great increase in plasma phos- 
phatase might be very useful in determining whether 


or not there was over-production of the parathyroid. 


bottle (see Figure). By reversing the tubes the 
apparatus will give positive pressure, and since the 
motor is controlled by the foot it leaves both hands 
free to direct an insufflator or nebuliser quite accurately 
on any desired area in laryngeal work. Owing to the 
excellent degree of suction obtainable, the apparatus 
becomes useful in bronchoscopic work, for it is smooth 
and continuous and can be graduated accurately. 
Complete control over the aspirating needle is obtained 
and all jerky movements are eliminated. As the 
operator’s hands are free the patient and needle can 
be placed in any desired position so that a complete 
aspiration of the fluid present is possible. 

A lighter apparatus on the same principle is made 
for ward use. In this the motor and foot switch are 
not enclosed in a box, so that although the instrument 
gains in portability it is not so silent and compact 
as the heavier model. 

In designing the apparatus I have been assisted 
by Mr. C. Gore-Yeo, who has made some valuable 
suggestions that have been adopted. The apparatus. 
is made by John Bell and Croyden of 50, Wigmore- 
street, London, W.1. 

FREDERICK Hear, M.D. Camb., 
Formerly Medical 1) of the Colindale Hospital, 


endon, N.W. 
SOCIETIES 


hormone and therefore whether operation was needed. 
It was not of much value in the early detection of 
either Paget’s disease or osteitis fibrocystica, since 
changes were generally seen in the skiagram before 
the phosphatase was increased. An analysis of 
phosphatase estimations in a group of 500 infants 
and young children had shown that while in a small 
number of cases the phosphatase was not increased 
even in the presence of clinical and radiographic 
signs of rickets, there was on the whole a moderate 
degree of correlation between the amount of the 
plasma phosphatase and the severity of the disease. 
In untreated active rickets the phosphatase continued 
to increase and a stationary value might be taken 
as early evidence of healing. The rate of fall depended 
on the dosage of vitamin D. The estimation of 
plasma phosphatase had a place in the diagnosis of 
the preclinical stage of rickets, but it could not by 
itself be used to indicate in a single patient either 
the severity of the rachitic process, or the presence 
or absence of healing. 

While it was true that the phosphatase was gener- 
ally much increased in cases of obstructive jaundice, 
but moderately raised in toxi-infective and within 
normal limits in hemolytic jaundice, there was such 
an overlap of figures that the determination of plasma 
phosphatase was of little value in making a decision 
about the nature of the jaundice. Clinical data 
obtained in association with Mr. A. B. Kerr showed 
that removal of bile by means of a bile fistula might 
lead to a great increase in the plasma phosphatase 
without causing a significant alteration in the bili- 
rubin content of the blood. It was known that the 
absence of bile from the duodenum led to a defective 
absorption of lime. Personal experience had indi- 
cated that a calcium-poor diet caused a pronounced 
increase of plasma phosphatase. It was suggested 
therefore that in jaundice and other conditions an 
increase in plasma phosphatase occurred whenever 
the retention of lime was insufficient to meet the 
demands of the osseous tissue. 

Dr. Aneus Scorr described in detail a case of 
chronic adhesive pericarditis, of tuberculous origin, 
which operation had failed to relieve. 
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Clinical Psychology 


A Handbook of Children’s Behaviour Problems. 
By C. M. Lourttit, Director, Indiana University 
Psychological Clinic. New York and London: 
Harper and Brothers. 1936. Pp. 695. 12s. 6d. 


THE child guidance movement is gradually develop- 
ing a literature of its own. Recently there was Dr. 
Kanner’s book, frequently quoted in the book under 
review, and written from the standpoint of a psy- 
chiatrist. Mr. Louttit is a psychologist but, while 
psychological aspects naturally predominate in his 
book, he is fully cognisant of the contributions that 
medicine, education, and sociology have to make to 
the working of a psychological clinic, and gives due 
attention to those aspects. The book is compre- 
hensive in its survey, covering not merely the per- 
sonality and behaviour problems strictly so-called, 
but also the grosser abnormalities such as mental 
defect and the psychoses as they affect children. 
There are sections on speech and sensory defects, 
on neurological and physical disabilities such as 
encephalitis, epilepsy, and even malnutrition. A 
preliminary chapter deals with diagnostic methods, 
briefly but sufficiently to put the student on the true 
line of search for fuller information. 

In a book covering so wide a range we can do no 
more than select one section for special mention. 
The chapter on mental defect is practical and sound 
in its teaching. The author sees no hope in gland- 
therapy or in psycho-analysis for improvement of 
intelligence, but contends that the defective need 
not be a social problem if he is adequately trained. 
His classification of the -grounds for institutional 
custody or training is a useful one for examiners. 
The preventive aspects of mental hygiene are not 
overlooked. Growth and guidance in psychosynergic 
traits (temperamental and emotional) are, he con- 
tends, as important as growth and guidance of intel- 
ligence. A feeling of security is fundamental to a 
child’s mental growth, and this calls for stability in 
the home, and stability in his teachers in school. 

As a text-book for students of clinical psychology 
this work is admirably adapted for its purpose. The 
treatment in each section is full, the arrangement 
systematic, the case-histories illustrative and helpful. 
It is written in an easy style and may be commended 
not only to workers in the child guidance movement 
but to the pediatrician, and especially to the practi- 
tioner who wishes to supplement his knowledge of 
the physical development of the child by some 
understanding of the concurrent psychological growth. 





The Queen Charlotte’s Textbook of 


Obstetrics 


Fourth edition. By the Eight Members of the 
Clinical Staff of the Hospital. London: J. and A. 
Churchill Ltd. 1936. Pp. 674. 18s. 


REGULARLY, and precisely at intervals of three 
years, the staff of Queen Charlotte’s Hospital, albeit 
with assistance from outside, produce (or should 
we say reproduce) a new edition of their text-book. 
The first child, though long overdue, was well received, 
and each successor has been accorded an even more 
enthusiastic reception. This edition differs from its 
predecessors in many respects. The sections dealing 
with the toxemias and vomiting in pregnancy have 
been rewritten. The authors will not admit that the 


[san. 9, 1937 


underlying cause of hyperemesis gravidarum may 
be a neurosis; they regard the neurotic element 
“‘as a very important factor in many cases, yet 
believe that in many, if not all, there is some addi- 
tional factor of more or less importance.” The 
chapter dealing with the toxemias is essentially 
practical, concise, and businesslike. Much rubbish 
has been cleared away ; the student and practitioner 
are not presented with several alternative methods of 
treatment. One line of treatment, pre-eminently 
sound and full of common sense, is described, and 
this is based for the most part on the hospital practice. 

The difficult subject of puerperal sepsis receives 
close attention. We know of no other text-book 
of obstetrics in which it is treated so thoroughly, 
full use being made of temperature charts and the 
coéperation of the staff of the research laboratories. 
In the chapter on anesthesia in obstetrics are 
described various methods of inducing narcosis or 
anesthesia. It would appear that the chloral- 
bromide-laudanum mixture, the use of scopolamine 
narcosis for the first stage, and the administration 


‘of small quantities of chloroform vapour by the 


Junker’s inhaler during the pains of the second stage 
still hold the field. The dangers accompanying the 
use of the barbiturates and the practical difficulties 
of nitrous oxide anesthesia are clearly and fairly 
set forth. 

The book is a faithful exposition of English 
obstetric practice. Paper, printing, and illustrations 
are of the best. It may be confidently recommended 
to all who learn or practise obstetrics. 





An Introduction to Dermatology 


By E. H. Moreswortn, M.D., Ch.M. Sydney, 
Lecturer in Diseases of the Skin, University of 
Sydney ; Dermatologist to Royal Prince Alfred 
Hospital and Prince Henry Hospital, Sydney, &c. 
London: J. and A. Churchill Ltd. 1937. Pp. 520. 
25s. 


A FOREWORD by the late Prof. Joseph Jadassohn, 
who did so much for dermatological science, and who 
will rank with Darier, Sabouraud, and Bloch as a 
leading representative of the era in which he worked, 
characterises Dr. Molesworth’s book as “ the fruit of 
most serious labour” and this is the impression which 
it will generally establish. 

The arrangement follows classical lines, and is 
well balanced in a sequence of thirteen chapters. 
There is a pleasing brevity of anatomical and physio- 
logical description, and the author passes almost at 
once to the consideration of the effects of deficiency 
and excess of sebaceous secretion, a matter of funda- 
mental importance not only in the diagnosis but in 
the course and treatment of all cutaneous disease. 
Seborrheea and ichthyosis are both regarded as in 
some measure hereditary in tendency, and grouped 
with hypertrichosis and hyperidrosis, tylosis and 
epidermolysis bullosa in one chapter as abnormalities. 
Much thought and study have been given to the 
chapter on the allergic diseases. The extensive 
literature of this subject, and the confusion that has 
arisen by reason of a careless diversity of terms and 
nomenclature, render a clear conception of the 
present state of our knowledge a task of the utmost 
difficulty. The author has done wisely in avoiding 
an involved discussion of the theoretical problems in 
favour of certain practical applications such as skin 
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testing, desensitisation, and the uses of tuberculin 
and trychophytin in diagnosis and treatment. That 
all our present methods of desensitisation are 
‘“‘ capricious” in action is a truism which none will 
dispute. The author has a good deal to say on the 
subject of leprosy, to which Australian and Polynesian 
aboriginals are highly susceptible. He protests against 
compulsory segregation as tending to concealment of 
symptoms in the early stages, to the development of 
“‘}eprophobia,” and as being unfair in view of much 
less stringent regulations in the case of far more 
infectious diseases—syphilis and tuberculosis. 

But it is in his chapter on radiotherapy that Dr. 
Molesworth really excels. Much of it is highly 
technical and beyond the comprehension or the 
requirements of the average reader. It seems that 
he prefers the X ray tube to all other methods of 
radiation treatment for cutaneous epitheliomata (so 
common in Australia) and finds but little use for 
radium and scarcely any for the surface applicator. In 
this respect, as he doubtless knows, the balance of 
dermatological opinion is against him, and in delicate 
and inaccessible situations such as the angles of the 
orbit radium plaques will continue to be employed. 
Worthy of careful study is his claim for the treatment 
of cavernous nevi in young children by X radiation 
and the account of an original technique for the 
purpose. 

In this book Dr. Molesworth has added to a literary 
achievement which is already considerable. It should 
have a great success in Australia, where we believe 
it to be the first production of its kind. 





Prelude to Chemistry 

By Joun Reap, 8e.D., F.R.S., Professor of 

Chemistry in the University of St. Andrews. 

London: G. Bell and Sons, Ltd. 1936. Pp. 328. 

12s. 6d. 

Tue search for the philosopher's stone and the 
elixir of life occupied some of the busiest wits of the 
world for more than 1000 years, and some reflection 
of the ideas and notions which guided the hunt are 
still perhaps to be found in the less sophisticated 
arts of medicine. Alchemists at any rate cleared the 
field for what we know as chemistry, and Prof. Read 
gives an interesting account of their doctrines and 
how they thought and what they did. It all seems 
very strange and fantastic to us, but before we 
despise or laugh at it too much it is well to remember 
that Isaac Newton-was a keen member of the cult, 
and that our successors 200 years hence may find 
our own principles and practice equally remote from 
reasonableness. The abundant and excellent illus- 
trations are due to the Carnegie Trust. 





Essentials of Modern Medical Treatment 
By Vincent Norman, M.D., M.R.C.P. Lond., 
F.R.C.S. Edin., D.P.H. Lond. London: Hutchin- 
son’s Scientific and Technical Publications. 1936. 
Pp. 200. 10s. 6d. 


Books on treatment continue to appear in astonish- 
ing numbers. Dr. Norman writes as a practitioner 
for practitioners, aiming above all things at brevity. 
He takes the main diseases of the text-books and tells 
the doctor what treatment he should apply, or what 
he may try, for each one. In general he is orthodox. 
Much of his advice is obviously the product of 
experience and judgment, and consequently good. 
Some is clearly second-hand. Drugs and prescrip- 
tions figure largely, and he has a surprising faith 


in some, e.g., administration of parathyroid extract 
by mouth and anterior pituitary for hypotension. 
Although in such respects he is a little less than 
modern, he mentions most of the outstanding thera- 
peutic discoveries of recent years. Some of his 
““don’ts”’ are very welcome, such as “there is no 
need to restrict the consumption of meat in migraine.” 
His book may be very useful to the practitioner who 
has little time and not a great deal of experience. 





Public Health and Hygiene 


A Students’ Manual. Second edition. By CHarLes 
FREDERICK BOLDUAN, M.D., Director, Bureau of 
Health Education, Department of Health, City of 
New York; and Nizvs Wit11am Botpvan, M_D., 
Children’s Medical Service, Bellevue Hospital, New 
York. Philadelphia and London: W. B. Saunders 
Co., Ltd. 1936. Pp. 371. 12s. 6d. 


THE senior author of this book is one of the leading 
American hygienists and in this manual he has 
attempted and achieved the ambitious task of 
presenting the theory and practice of modern hygiene 
in a simple, short narrative as free as possible from 
technical expressions and within the understanding of 
any intelligent person. Though this is a second 
edition, it has been so completely revised that it is 
practically a new work. As a students’ manual 
it is too slight for British public health students, but 
is eminently suitable as an introduction to epidemio- 
logy for those taking the curriculum of general medical 
education. It is equally serviceable for nurses taking 
the health visitor's certificate and is within the 
capacity of social workers interested in public health. 
Unfortunately, from our point of view, it is American, 
based mainly on New York practice and experience ; 
but this does not detract from its value to British 
students, except in so far as laws and regulations are 
concerned, The characteristic of the book is the 
approach to preventive medicine through history. 
However important history may be in general 
medicine, it is vital to epidemiology, which largely 
is history. For this reason the manual fills a gap 
which is ill-bridged by English medical literature. 
It is short, concise, well illustrated, and pre- 
eminently readable. The portraits and reproductions 
of old prints are valuable. 





Neuro-embryology 


An Experimental Study. By Samuret Derwiter, 
Professor of Anatomy, College of Physicians 
and Surgeons, Columbia University. London ; 
Macmillan and Co., Ltd. 1936. Pp. 218. 16s. 


Tuis is the second volume in a series of monographs 
on experimental biology. Books of this sort are 
needed, for there are many to whom the findings 
of exporimental biologists are of interest, or of great 
importance, who have not the opportunity or time 
for searching the extensive and scattered literature. 
This book is an excellent example of the kind of thing 
required. It is clearly written and well put together, 
so that the reader need be in no doubt about the 
bearing of the experimental work on the question 
under consideration. Prof. Detwiler deals with such 
matters as the réle of the neuroblast and sheath cell 
in development, the behaviour of nerves in the 
presence of grafted limbs, the responses of nerve 
centres to peripheral alterations, the proliferation 
of neural cells under various conditions. He describes 
many interesting experiments on somites and on 
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segmental characters in the cord, and devotes a 
chapter to observations on the giant Mauthner’s 
cell and the ear vesicles of certain fishes and amphi- 
bians. Results, of course, cannot be applied at once 
to human material, but many of them may be found 
to have a wider bearing; for example, the hetero- 
topic grafts (lateral to somites) of regions of the cord, 
leading to great hyperplasia, hold a possible interest 
for the pathologist. The author does not lay much 
emphasis on the magic word “ gradient ’—for which 
many will be thankful; he regards the views of 
Weiss on direction of nerve growth as a more reliable 
guide. Altogether an excellent monograph. 





Statistical Methods in Biology, Medicine and 
Psychology 
Fourth edition. By C. B. DAVENPORT, Carnegie 
Institution of Washington ; and MERLE P. ExKas, 
Northeast High School, Philadelphia. New York : 
John Wiley and Sons. London: Chapman and 
Hall Ltd. 1936. Pp. 216. 13s. 6d. 


Tuts little handbook first appeared in 1899. Since 
then the use of statistical methods has become much 
more widely extended in every branch of science, 
and the number of English text-books has been 
steadily increasing both in this country and the 
United States. This particular one, in spite of com- 
plete revision, can hardly be regarded as a serious 
competitor with the best of them, but it may well be 
useful to those who like to be told what to calculate 
without much elaboration of the when and why. 
To those interested in the latter it seems odd, for 
instance, to find the probable error introduced before 
the standard error, and the latter defined as 1/0-6745 
times the:former. And to include correlation due 
to a common factor affecting both variables under 
the heading ‘‘ spurious ”’ seems to give a connotation 
to that term that might lead a student to confuse 
correlation with causation. 

The arithmetical examples are clearly set out, and 
the last fifty pages are devoted to useful formule 
and tables, e.g., a short table of values of the normal 
probability integral, a table for use in the analysis 
of variance, tables of powers and factorials of integers, 
&c. The inclusion of these certainly makes it a con- 
venient book to possess, even by those who prefer 
to rely on more elaborate text-books for their guidance 
in statistical methods. 





Modern Urology 


Third edition. By Hueu Caxsor, M.D., LL.D., 
C.M.G., F.A.C.S., Professor of Surgery, Mayo 
Foundation, Graduate School of University of 
Minnesota. London: Henry Kimpton. 1936. 
2 vols. Pp. 951 and 862. £4 10s. 


TWENTY years have elapsed since the first edition 
of this important work appeared, and twelve since 
the second. When the first preface was written by 
the same editor, urology was in its infancy. It was 
termed genito-urinary surgery, and usually com- 
bined with the practice of syphilology, few people 
regarding it as a specialty, even in that land of 
specialism, America. Now urology has grown to 
manhood, and is recognised by all (except certain 
diehards) as a special branch of medicine with its 
own exponents, its own armamentarium, and its 
own literature. In the last-named the book before 
us occupies an important place. Not only has 
America contributed many of the most valuable 


advances in this science, but Dr. Cabot has an experi- 
ence that is second to none. He has not attempted 
to cover the vast ground by his unaided efforts ; he 
has instead chosen a team over whom he has exer- 
cised the function of a wise and experienced captain. 
Death has removed several of the writers who con- 
tributed to the earlier editions, but the general 
standing of the present contributors is high. 

In the first volume, J. C. C. Corbus provides an 
excellent description of those rarer entities amongst 
venereal diseases, chancroid, granuloma, and lympho- 
granuloma inguinale. So much confusion exists 
on the subject of what are loosely known as soft 
sores and chancroids, that an accurate and complete 
description of non-syphilitic infections of the genitalis 
is to be welcomed. Later in this volume appears the 
completest extant description of that controversial 
subject, the pathogenesis of genital tuberculosis. 
The final third is devoted to an account of prostatic 
obstruction by H. H. Young, Lloyd G. Lewis, Bentley 
Squire, and H. C. Bumpus. Although many changes 
have occurred in America in the technique of trans- 
urethral prostatectomy during the last few years, it 
seems that the modification of the suprapubic opera- 
tion that has aroused much interest in England, 
namely the Harris operation, is not regarded with 
much favour. 

The second volume is devoted to diseases of the 
bladder, ureters, and kidneys. Unfortunately the 
chapters on urinary infections were written too soon 
to allow of the inclusion of the latest method of 
treatment by sodium mandelate. A graver omission 
is the lack of reference to dyectasia vesice or obstruc- 
tion of the bladder neck apart from prostatic enlarge- 
ment. These cases of what the French formerly 
termed “‘ prostatisme sans prostate ’’ are now accepted 
as a clinical entity, and might well have had a special 
heading. 

As a work of reference this book should be valu- 
able, and the complete and up-to-date bibliography 
at the end of each chapter adds greatly to its value. 
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VERMOUTH STAMBOIS, RED AND DRY 


STAMBOIS (FRENCH VERMOUTH) LTD., 5, MILES-STREET, 
LONDON, 8.W.8 





Own analysis these vermouths were found to have 
the following composition :— 


* Red. Dry. 
Present gravity ap 2% .- 1027-9° 1001-01° 
Alcohol by volume per cent. 15-5 18-0 
Equivalent to proof spirit per cent. 27-1 31-4 
Fixed acidity (as tartaric acid) 
per cent. - oe v2 0-51 .. 0-56 
Volatile acidity (as acetic acid) 
per cent. .. ee +e 0-05 .. 0-03 
Total extractives per cent. <<) neo 5°85 
consisting of — 
Cane sugar per cent. .. — ee Nil. 
Grape sugar (dextrose) percent. 9-41 .. 3-61 
Ash per cent. .. ee es 0-34 .. 0-33 
Other extractives percent. .. yy ae 1-91 


These two wines possess the agreeable palate and 
aroma characteristic of the best sweet and dry 
vermouths. The sugar content is lower than in some 
brands. The wines are fortified. From a considera- 
tion of the analyses there is no evidence that sugar 
other than that natural to the constituents has been 
added. No salicylates or other deleterious substances 
were found. Skilful blending has resulted in products 
free from excessive sweetness or dryness. 
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THE RISK OF ATTENDANCE ON THE 
TUBERCULOUS 


Orrstons have long differed and differ still 
about the risks of infection run by nurses and 
others in contact with consumptive patients. More 
than a century ago, when Keats went to Italy 
towards the end of his last illness, fear of con- 
tagion there was so great that he had to haul up 
his food through his window. At that time in 
England phthisis was considered no more than a 
hereditary taint, and this belief was only gradually 
shaken after Kocn’s discovery of the tubercle 
bacillus. In an address to the British Medical 
Association at Worcester in 1882 THEODORE 
Wiu1aMs ' considered the evidence of contagion 
among doctors, nurses, and domestic staff working 
at the Brompton Hospital since its opening in 1846. 
Although allowances must be made for failure to 
diagnose lesions which would now be visible on 
X ray examination, his observations have an 
important bearing on the problem as we have it 
to-day on account of the fact that the degree of 
exposure to infection was then far higher than 
would now be tolerated in any hospital. For 
instance, as he tells us, spittoons were not dis- 
infected unless the odour became unpleasant ; the 
system of ventilation, moreover, was designed 
primarily to produce a warm draught-free atmos- 
phere. In winter the air was heated before admis- 
sion, and before 1877, when extraction was helped 
by the insertion of steam pipes in the ventilating 
towers, the removal of foul air had been so defec- 
tive in parts of the building that outbreaks of 
erysipelas and sore-throat had occurred in 1869 
and 1875. In spite of these fearsome conditions, 
of 75 house physicians who had been in residence 
since 1867 (WrtiaMs had traced all except 3), 
69 were well and working, 2 had died from con- 
sumption (but one of these had had hemoptysis 
before becoming a resident), 1 had died from 
another cause, and 1 had become consumptive 
but had recovered. Between 1846 and 1867 
1 nurse contracted phthisis while in the hospital, 
3 more died from this disease after leaving, 2 of 
them many years later. Between 1867 and 1882 
out of 101 nurses 1 died of phthisis and 2 from 
other causes. The follow-up of the domestic staff 
—maids and porters—was too imperfect for 
statistical purposes; 1 death from phthisis is 
recorded and 6 from other causes. In view of the 
fact that at this time the death-rate from tubercu- 
losis was about four times its present figure, the 
observations of Wiu1ams do not suggest that 
exposure to massive doses of tubercle bacilli was 
then highly dangerous to adults. 


1 Brit. med, J. 1882, 2, 618. 





THE RISK OF ATTENDANCE ON THE TUBERCULOUS 


Until recently the general attitude in this 
country has been that, provided proper precautions 
are taken, the risk of a nurse catching tuberculosis 
from a patient is slight. But this equanimity has 


- been shaken by a number of reports, coming 


chiefly from Scandinavia and the United States. 
Two important papers * set out clearly the results 
of recent investigations. In one of these Dr. 
J. Hermmpeck of Oslo records his observations, 
over more than ten years, on a nursing personnel 
of about twelve hundred, all of whom were exposed 
ta infection. He notes the different effect of such 
exposure on nurses who had escaped childhood 
infection from those who were already Pirquet- 
positive when they began their hospital work. 
Among 625 nurses Pirquet-positive on arrival 
there was no death from tuberculosis, but 27 
showed signs of tuberculous activity (4 with 
T.B. + sputum). Of 280 nurses Pirquet-negative 
on arrival there were 10 deaths from tuberculosis, 
and 96 showed signs of activity (13T.B. + sputum, 
2 meningitis). So striking was this contrast that 
since 1927 many of the Pirquet-negative nurses 
have been given BCG. In a final survey 
HEIMBECK gives the following figures :— 

(1) Morbidity amongst those who have passed the 
primary infection without becoming ill : 800 persons— 


3502 observation years—30 persons ill. Morbidity : 
8°5 per 1000 observation years. 

(2) Morbidity amongst those Pirquet-negative (107 
of whom still negative after BCG): 387 persons— 
675 observation years—118 persons ill. Morbidity: 
152°9 per 1000 observation years. ° 

(3) Total morbidity among BCG vaccinated: 
439 persons—1260 observation years—33 persons 
ill, Morbidity 26°1 per 1000 observation years. 

(4) Morbidity amongst those vaccinated until 
Pirquet-positive : 287 persons—910 observation years 
—8 persons ill (1 death). Morbidity: 83 per 1000 
observation years. 

The other paper, by Dr. E.S. Marrerrte of Glen Lake 
Sanatorium, Minnesota, contains an impressive 
review of the subject. Since 1921, of 2584 nurses 
X rayed at the sanatorium 1567 have been 
followed up: of this number 7-7 per cent. had 
evidence of adult tuberculosis on the first film 
and 4-1 per cent. later developed phthisis. Although 
none of this group died, MaRrEeTTE concludes that 
there is a certain hazard in nursing and that 
nurses have the right to expect adequate pre- 
cautions and control. Since 1932 365 student 
nurses have been tuberculin tested : of 191 (52 per 
cent.) tuberculin-positive 152 were followed up 
and 1 developed adult tuberculosis; of 174 
(48 per cent.) tuberculin-negative 141 were followed 
up and 4 developed adult tuberculosis. These 
figures support, on a smaller scale, HemmprcK’s 
conclusion that it is the tuberculin-negative nurse 
who runs the greater risk. Micker,? whose 
investigations cover 4284 nurses and nuns at the 
Eppendorf Hospital, found 150 cases of tubercu- 
losis; before 1918 the incidence was only about 
1 per cent., but it subsequently increased to 4-6 
per cent. Persons with a negative tuberculin 
reaction, it has been suggested, have two chances 
when exposed to tuberculosis, the argument being 


* Tubercle, December, 1936, pp. 97, 103. 
* Beitr. Klin. Tuberk. 1926, 64, 155 
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that they may develop a benign first infection. 
Logically the argument would lead to the personnel 
of a sanatorium being treated like a herd of T.T. 
cattle and the positive reactors eliminated. But 
the facts at our disposal do not support this line 
of reasoning, although admittedly there is some 
discrepancy between the observations on nurses 
and similar surveys of other groups such as native 
miners in South Africa and students in the United 
States. It is significant that Dr. Marrerre did 
not at first tuberculin-test his nurses because he 
thought they would all be positive; yet when 
routine tests were made in 1932 the proportion of 
negative reactors was 48 per cent. 

In this country the Joint Tuberculosis Council 
has just published a memorandum based on 
material collected from 38 hospitals and sanatoria. 
The usual age at which probation nurses are 
accepted is, it seems, 18 years, and in view of the 
special susceptibility to tubercle of adolescent 
females the Council deprecates the practice in 
certain areas, where there is a shortage of candi- 
dates, of reducing the age of entry to 17. Hours 
of work varied from 48 to 77 per week, the average 
for probationers being about 60, a somewhat longer 
period than that recommended by the College of 
Nursing. At present only about half the insti- 
tutions circularised make a routine X ray examina- 
tion of their nursing staff; the Council recom- 
mends that the staff should be thus examined at 
least once a year wherever nurses are exposed to 
tuberculous infection. No mention is made in the 
Council’s memorandum of tuberculin tests, but 
Dr. Peter Epwarps ‘ has just published a small 
series from the Cheshire Joint Sanatorium which 
appears to support Hermmspeck’s findings. On 
joining the hospital staff 54 nurses were Mantoux- 
positive and 11 negative; of the latter group 
2 developed tuberculosis, both within three months. 
An investigation on a larger scale is being carried 
out under the Prophit Trust. The practical issues 
raised by these observations are momentous. It 
appears that whereas a few decades ago tuber- 
culous infection was almost universal, by the time 
adult years were reached, this is no longer the 
case. The great diminution in the number of open 
cases of tuberculosis, the gradual education of the 
public in matters of hygiene, in particular as 
regards spitting in public, and the provision of 
clean or pasteurised milk have conspired to make 
tuberculous infection less frequent in youth. No 
doubt the reduced risks of infection achieved in 
these ways have contributed to the fall in the 
mortality-rate, but at the same time the dangers 
of infection in early adult life seem to have 
become more serious than they were in THEODORE 
Witu1ams’s time. Doctors and nurses who come 
into close contact with open cases of tuberculosis 
will either have to be chosen from amongst the 
positive reactors or to undergo some form of 
inoculation to make them tuberculin-sensitive. As 
the proportion of negative reactors rises the 
dangers of one spouse infecting the other must 
also be expected to increase. 





* Tubercle, December, 1936, p. 101. 


FRACTURE CLINICS 

THE great majority of all fracture cases are 
treated at hospitals, and the responsibility for the 
efficient treatment of fractures has in recent 
years come to lie very heavily on the conscience of 
hospital staffs. After conference between repre- 
sentatives of the British Medical Association and 
the British Hospitals Association a questionnaire 
was sent out to discover how far the hospitals 
had accepted the principle of segregation of fracture 
cases in special departments under the charge of 
a qualified team of surgeons. The answers received 
from fifty-one hospitals are tabulated in a memo- 
randum (No. 104) recently published by the 
Central Bureau of Hospital Information. These 
show that the principle has been accepted and is 
already being acted on in forty-one hospitals ; 
three others have the scheme under consideration, 
seven have considered and rejected it. The size 
of the hospital and the numbers of fractures 
attending for treatment influence the replies. 
A small hospital, even though accepting the prin- 
ciple of placing the whole fracture service under 
control of a specialist in bones and joints, obviously 
is not in a position to appoint “a team of whole- 
time assistants”’—to quote the werding of the 
questionnaire. The Royal United Hospital at 
Bath, for instance, with 190 beds, agrees to the 
appointment of a specially qualified head of the 
fracture service, but answers “ numbers insuffi- 
cient” to the suggestion of appointing a team of 
whole-time assistants. Others answer “ Yes, but 
not necessarily whole-time,” or words to that 
effect. From the account of the Cardiff municipal 
accident service, which we print on page 107 of 
this issue, it will be seen that with an average 
of 100 cases under treatment it has been found 
possible to retain a resident assistant surgeon, 
chosen specially for his knowledge of fractures, by 
combining the work of the fracture clinic with 
certain hospital work outside it. 

The hospitals were asked to give an opinion as to 
the usefulness of a whole-time salaried officer of 
the almoner type whose duties would be to keep 
the records of cases. The practice varies con- 
siderably. In some cases the records are kept by 
the registrar, in others by the massage sister; 
frequently a part-time clerk is employed. It is 
obviously a waste of the surgical assistant’s time 
for him to write notes, answer in his own hand 
letters from general practitioners, and be respon- 
sible for the filing of records, when all this can 
be done at his dictation, and more efficiently 
done, by a clerk. The fact that much tedious 
clerical work has been imposed on the medical 
staff no doubt explains why records are not avail- 
able at so many hospitals. Several hospitals 
stated that the reluctance on the part of the 
general surgeons to give up their fracture work 
was an obstacle in the way of placing all fractures 
under the control of one experienced specialist. 
Out-patients may be referred to a particular 
surgeon who wishes to deal with them himself. 
Nevertheless a large number of the hospitals con- 
sulted were of opinion that all ambulant fractures 
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should attend the special department throughout 
their treatment—this not so much to take 
fracture treatment out of the hands of a general 
surgical staff who are often quite competent to 
deal with it, but to remove the responsibility from 
the young casualty officer, who rarely is. The 
new hospital at Southend-on-Sea provides that 
any fracture case specifically sent to one of the 
general surgeons may be treated by him, but he 
is invited to refer it to the fracture clinic. 


NASAL SINUSITIS IN CHILDHOOD 


Do children often have infected nasal sinuses ? 
Opinions differ. In the United States when a 
child has an upper respiratory infection the 
diagnosis is almost as likely to be “ sinus suppura- 
tion” as “tonsils and adenoids.” On the other 
hand Hasek of Vienna, in his classical work 
“Nasal Accessory Sinusitis” written in 1926, 
reported that he had seen only 4 cases of antral 
empyema, proved by puncture, in children between 
the ages of five and twelve, and said that “ the 
fantastic reports of some American authors are 
to be regarded with great scepticism as their 
methods of examination give us no assurance of the 
reliability of their results.” In this country the 
general opinion seems to be that the disease is 
not very common, although within the last ten 
years it has been realised that it is commoner 
than was previously supposed ; there is also an 
impression that in children sinusitis is usually 
transitory with a tendency to recovery. 

Mr. JaAmMEs Crooks! has now published the 
results of an important investigation which he 
has made at the Hospital for Sick Children, Great 
Ormond-street, from which it appears that the 
disease is far more frequent than is usually believed, 
and less likely to clear up spontaneously. His 
material falls into two groups. In the first both 
antra were aspirated in 100 children while under- 
going tonsillectomy. This routine was chosen 
for four reasons : the patients were suffering from 
an upper respiratory complaint, possibly due to 
antral infection; the puncture could readily be 
done while they were under the anesthetic; it 
was desired to prove if it was true or not that 
removal of tonsils and adenoids usually cleared up 
an antral infection ; and, finally, children with a 
temporary infection from a “cold” would be 
automatically excluded. Any antrum containing 
pathological matter was to be subjected to aspira- 
tion again six months later. Of these 100 children, 
24 were found to have pus or mucus in an antrum 
(6 of them in both antra), and in only 9 of these 
were the antra clear at the end of six months ; 
in other words, 15 per cent. had chronically infected 
antra. Their average age was seven years. The 
fluid sucked from the antra was examined 
bacteriologically by Dr. A. G. Sieny in all the 
100 cases, and it is remarkable that, of those 
antra that contained neither pus nor mucus, only 
about half were sterile. Mr. Crooks does not 
explain this anomaly, but says that it seems 


* Arch. Dis. Childh. 1936, 11, 281. 
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reasonable to suppose that the great majority of 
healthy antra are sterile, though it is not accurately 
known how often a healthy sinus contains a few 
organisms. Some of the antra that still contained 
muco-pus after six months were sterile, as were 
3 containing muco-pus at the first puncture ; it 
has been observed that organisms may die out in 
a long-standing abscess such as a pleural empyema, 
and this may presumably also happen in a nasal 
sinus. The pneumococcus was the organism most 
often found in these children. The second group 
is composed of children who presented clinical 
evidence of antral disease. Detailed investigation 
was stopped when their number reached 76, 
making with the first group a total of 100 cases ; 
but many more cases have since been explored 
and in the last two years mucus or pus has been 
washed out of the ahtra of over 500 children at 
the hospital. The sexes were equally divided, and 
the average age of the 76 was seven and a half, the 
youngest being two and a half and the oldest 
twelve ; 42 were under seven. Of the total, 37 
could be classified as cured, in 35 by antral lavage 
at an average of between two and three washings 
and in 2 by intranasal antrostomy; of the 
remainder 26 were improved, but 13 were no better, 
though 4 of them had antrostomy. 

Any or all of the accessory sinuses may become 
diseased, but the antra were chosen as the subject. 
of this investigation because they are much the 
most often affected, and because examination of 
the other sinuses is far harder in children. 
Many interesting details about the diagnosis, 
symptoms, and results are given. Mr. Crooks 
thinks that, apart from proof-puncture, radio- 
graphy is the most accurate means of diagnosis. 
Nasal obstruction is frequently severe, and he 
believes that the “‘ adenoid facies’ is more often 
the result of sinusitis than of adenoids. As a 
cause of otitis media sinusitis is second only to 
adenoid infection, and should always be suspected 
if removal of the adenoids is ineffective. A 
child suffering from sinusitis is usually in poor 
health, losing interest in work and play, and 
becoming morose, ill-tempered, and difficult to 
manage. On the relationship of sinusitis to 
infection of the tonsils and adenoids Mr. Crooks 
holds that, broadly speaking, such infection is not 
the common cause of sinusitis’in childhood, and 
that the removal of tonsils and adenoids neither 
prevents nor cures the condition. He is less 
certain about the converse proposition and says 
that arguments both for and against sinusitis as a 
cause of infection of tonsils and adenoids can be 
deduced from his figures. His own opinion is 
that sinusitis is a common cause of inflammation 
of the adenoids and, to a lesser degree, of the 
tonsils. 


MEDICAL SociETY OF INDIVIDUAL PsyCcHOLOGY.— 
The annual dinner of this society will be held on 
Thursday, Jan. 14th, at 7.45 P.m., at the Florence 
Restaurant, Rupert-street, W., when the guests of honour 
will be Mr. Claud Mullins, metropolitan police magistrate, 
and Dr. J. R. Rees, director of the Institute of Medical 
Psychology. 
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“ANNOTATIONS 


FOOD OF NEWCASTLE FAMILIES 


Dr. J. A. Charles, medical officer of health for 
Neweastle-upon-Tyne, is to be congratulated on a 
small but solid contribution to the science of nutrition 
made by his department in a report issued this week.! 
In order to compare the diets of unemployed and 
employed families living in old houses or on new 
housing estates, the food purchased and consumed 
during a week by 69 families was recorded as faith- 
fully as possible ; allowance was even made for cats, 
dogs, and visitors, and all waste was weighed. At 
the same time details were kept of income and 
expenditure. Admittedly the numbers were small 
but in that admission lies the strength of the report. 
The limitations of the data are fairly set out for the 
reader, and conclusions that are significant in a 
statistical sense are distinguished from the observa- 
tions that are of other interest. 

The findings bear mainly on three questions. Are 
the diets of the working-class population adequate ? 
What sort of job do the people make of feeding 
themselves on the means available ? Does the higher 
rent of new housing estates influence nutrition ? 
The amounts of food consumed varied widely, but 
the frequency-distribution of diets according to 
calories, animal protein, and calcium content showed 
that more unemployed than employed fell below 
the range of intake within which sufficiency is held 
to lie. The report is careful to point out that “it is 
not suggested that all diets below the ranges are 
necessarily inadequate for the families concerned . . . 
but it is probable that such diets are within the 
danger zone in regard to the genesis of malnutrition.” 
It also says that “it is very probable that the diets 
of the unemployed as a whole were inferior to those 
of the employed.” The former bought 23 per cent. 
more energy and protein per penny than did the 
latter, but neither group showed “‘ markedly exces- 
sive’’ purchase of expensive foods to the exclusion 
of equally nutritious cheaper foods. These facts and 
the clear indication that most of the cooking, even of 
bread, was done at home speak well for the Newcastle 
housewife’s ability. Of course the families were 
not a true random sample, for selection of those 
who would collaborate was inevitable; but the 
investigators tried to make the selection representa- 
tive, and there is no reason to’ belittle the tribute. 
As for the third question, rent was 21 per cent. 
higher in the new housing estates than in the old 
houses, but it did not seem to be closely related to 
intake of food. Another interesting finding was that 
the unemployed men weighed on the average 
13 Ib. 4 oz. less than the employed. This difference, 
however, was not found among their families and 
the report suggests that perhaps these men lost 
their employment in the first instance wholly or 
partly because of poor physique, or that the loss of 
weight may have been due to wasting of muscle 
from lack of exercise. The proportion of anxmic 
women was higher among the unemployed although 
no relation could be found between the hxemoglobin 
levels and the content of iron in the family diets. 
The large families on the whole had less adequate 
diets and spent less money on food than the smaller 
families. 

The work described was carried out by a large team : 
Mr. A. Bradford Hill, D. Se. ‘ae _of the London School 








1A Study of the Diets of Sixty-nine W orki ing. -class Families in 
Newcastle-upon-Tyne. Issued by the Health Department, Town 


Hall, Newcastle-upon-Tyne. Pp. 45. 


of Hygiene, was semponsible for the statistical aspect, 
Dr. R. A. MeCance and Miss Widdowson, of King’s 
College Hospital, London, for some of the analyses, 
and the health department of Newcastle for the 
admirable report as a whole. It should serve as a 
model for others of the same kind. 


CONGENITAL MULTIPLE POLYPOSIS OF THE 
COLON 


It is fortunate that congenital multiple polyposis 
of the colon is a rare disease, for it places the 
physician or surgeon who diagnoses it in a most 
difficult situation. The diagnosis is generally easy. 
The patient, who is often young, usually complains 
of diarrhea with or without blood in the stools; 
multiple adenomatous polyps, sessile or pedunculated, 
of any size up to 5 cm. in diameter, may be felt 
with a finger in the rectum, seen through the sig- 
moidoscope, or recognised from the coarse mottling 
they produce in a radiogram of the colon filled with 
barium. The condition is a precursor of malignancy, 


‘and death from carcinoma in some part of the colon 


or rectum often occurs in young adult life. Five out 
of fifteen cases recently studied by McKenney! of 
Buffalo died in this way; the remainder were all 
between the ages of 2 and 20, and have a poor chance 
of surviving to middle life. What treatment should 
be recommended to such patients? If the condition 
is already causing disabling symptoms, an operation 
involving risk may be more readily undertaken, but 
if the symptoms are still slight the likelihood of early 
death from malignancy at some uncertain date in the 
future has to be weighed against the risk of death 
as an immediate result of colectomy ; for colectomy 
is the only means of removing potentially malignant 
tumours involving the whole extent of the colon. 
It is an awkward responsibility, and becomes still 
more so when the patients’ brothers and sisters are 
considered. Though there has been argument as to 
whether the condition is strictly congenital (i.e., 
present at birth), there is no doubt that it is hereditary 
and familial, and appears in early childhood. 
McKenney’s fifteen cases belong to two family 
groups, and several are children under 10. Should 
the siblings of a given patient be examined with the 
sigmoidoscope ? On purely scientific grounds, yes ; 
on immediate humanitarian grounds, perhaps no ? 
Much depends on what prospect can be offered to 
a symptomless victim of his surviving colectomy 
with reasonable health. McKenney suggests that the 
best surgical treatment is preliminary removal of 
all polypi from the lowest colon and rectum by 
fulguration, followed ‘by resection of the rest of the 
colon and anastomosis of the ileum to the area 
denuded of polypi, which can thereafter be kept 
under observation for the detection of recurrence. 
Thomas E. Jones of Cleveland, discussing McKenney’s 
paper, describes a patient so treated who was alive 
and well four years later. Mayo and Wakefield? 
have described a modification of the same procedure ; 
Soper ? did something similar,using a snare instead of 
diathermy, with complete success 22 years ago. 
McKenney also discusses X ray treatment, which 
he gave to as many as he could of his sur- 
viving patients. He is satisfied that it causes 
both symptomatic improvement and a considerable 
reduction in the number of polypi. More than 


1J. Amer. med. Ass. Dec. 5th, 1936, p. 1871. 
* Ibid, August Ist, 1936, p. 342. 
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that he is chary of claiming, but even so much 
as that does something to make the horns of 
the doctor’s dilemma less sharp; confirmation of 
his findings, as well as later reports of his cases, 
would be very welcome. Meanwhile, where circum- 
stances seem to contra-indicate surgical treatment, 
X ray treatment may be given with some hopeful- 
ness ; and it is surely justifiable to seek out unwitting 
subjects of the disease from among a patient’s 
relatives and to give them at least the benefit of any 
good effect that radiation may have. 


THE WORLD REQUIREMENTS OF NARCOTIC 
DRUGS 


THE supervisory body established under the 
Drugs Limitation Convention of 1931 has assessed 
the world requirements of narcotic drugs for 1937 
as follows: morphine (including amounts used for 
“conversion ’’ into other drugs such as heroin, 
codeine, and dionine) 40,976kg. against 45,978 
in 1936; heroin 
965 kg. against 


Manchukuo whence no further information was 
forthcoming... For the most part seizures of narcotic 
drugs are, it is reported, becoming fewer and of less 
amount, but this does not apply to cocaine and 
Indian hemp, and it is suggested that addicts unable 
to obtain morphine and heroin are resorting to these 
drugs instead. While the legitimate use of heroin, 
according to the statistics, is diminishing, consider- 
able quantities which had been seized had not been 
disposed of, though some of it had apparently been 
converted into codeine. 


A GREEN BELT FOR LONDON 


AIce found it hard to distinguish whether Humpty- 
Dumpty was wearing a cravat or a belt, and serious 
people are now debating whether London is getting 
a belt or a cravat. But no, it is a belt. The time 
for having a cravat is long past, with the days of the 
Restoration when Sir William Petty was imagining 
a circle of ground of 35 miles’ semi-diameter round 
about the city, 
from which 





878 in. 1936; 
codeine 25,724 
kg. against 
30,598 in 1936; 
dionine 3199 kg. 
against 3603 in 
1936; and co- 
caine 4976 kg. 
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and timber” ; 
and when John 
Evelyn was 
planning a 
phenix London 
to rise from the 
ashes of the 
Great Fire, 
plumed with 
gardens and 
perfumed with 
the scent of 
flowering 
shrubs. How- 
ever, it was not 
to be; London 
gave up wear- 
ing cravats and 
developed a 
middle-aged 
spread, and it 
is about her 
mature girth 
of that the London 
County Council 
is putting a cine- 
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supervisory 
body. The 
number of 
countries and territories failing to send in returns 
is, however, decreasing year by year. Moreover, 
the estimates are annually approximating more 
nearly to the real needs. Thus seventeen manufactur- 
ing countries had estimated for 1936 36} tons of 
morphine required for “conversion,” which was 
65 per cent. above the estimates for the same purpose 
in 1935; on representations being made by the 
supervisory body a reduction of 6} tons was effected 
in the morphine “ conversion ” estimates for 1937. 
The Permanent Central Opium Board at its last 
meeting, with Mr. Lyall (Great Britain) in the chair, 
called attention to certain discrepancies between the 
recorded exports and imports of certain drugs. 
Thus 73 tons of raw opium were reported as having 


been shipped from Iran to Straits Settlements, but - 


which appear to have been trans-shipped to 


ture, and a 
handsome one 
too. 

The scheme began in 1935, and under it the 
Council undertook to contribute anything up 
to half the approved cost of preserving land near 
London for open spaces, but the councils of adjoining 
counties and boroughs were to be responsible for 
submitting proposals. These proposals have reached 
the parks committee in a steady stream, and 28,500 
acres have already been acquired or provisionally 
approved for reservation. The cost of preserving 
these lands is large, and the Council has already 
engaged to contribute over £1,000,000. In time 
Londoners will have access to a belt of country which 
ranges from downland and wooded slopes to pasture 
and farmland, stretching from Egham to Rickmans- 
worth in the west, towards Chipping Barnet and 
Epping Forest, and southward from these to the north 
bank of the Thames near Rainham. South of London, 


[ By permission of the “‘ Sunday Express,” 
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the ring covers part of the North Downs in Kent and 
Surrey, and links up with Box Hill and Ranmore 
Common, finally sweeping round again towards 
Ankerwycke and Runnymede. The belt is necessarily 
a broken one; or perhaps it would be fairer to call 
it a complete belt studded with these precious green 
medallions, which are now safeguarded for all time 
for the pleasure of Londonders. The Council, with 
sober regard for the public purse, have tried to reserve 
as much land as possible at the lowest possible price, 
and have therefore proceeded with caution and 
reticence to avoid exciting the cupidity of land 
speculators. But this is no reflection upon the 
owners of the areas purchased, many of whom have 
shown great public spirit in reserving land for the 
green belt, as the Council gladly acknowledge. 


CESOPHAGEAL CANCER 


No treatment yet devised for carcinoma of the 
esophagus has proved effective; in fact the cases 
cured by any method are so few that they may be 
looked on as famous exceptions to the rule that this 
disease is at present incurable. In such circum- 
stances all new claims and reasonable proposals 
must be carefully considered. Especially welcome 
would be a form of treatment that would not tax the 
strength and endurance of an elderly patient much 
enfeebled by a wasting disease, and it is interesting 
to find Dr. Ffrangeon Roberts! reporting tolerably 
good results from the use of deep X rays. He begins 
his paper with a graphic description of the state of 
“withering undelight” of the wretched patient, 
goes on briefly to dismiss the alternative methods 
of treatment, and then describes his technique and 
the results obtained. His plan is to irradiate the 
growth over a succession of strip fields, the rays being 
accurately directed from different angles so that the 
growth itself receives a maximum, and the surround- 
ing tissues, especially the skin, a minimum dose. 
He uses a large number of very narrow fields, thereby 
further concentrating the radiation on the growth. 
Treatment is given on consecutive days, 3 fields a 
day, and as many as 26 fields may be used in one 
patient. The applicator is accurately centred and 
checked each time by means of an ingenious device 
whereby a tracing is made of the horizontal contour 
of the chest and the position of growth; and it is 
from this tracing that each position is precisely 
determined. It is a pity that the results are recorded 
rather vaguely; there are no figures except in five 
illustrative cases. Moreover, Dr. Roberts excludes 
‘** advanced and debilitated cases ’’ which seems hardly 
justifiable when a method is being considered which 
requires comparatively little endurance in the patient. 
However, he is able to show one three-year cure, and 
one patient alive and well fifteen months after the 
onset of symptoms, and it is to be hoped that the 
technique can yet be improved. It may be noted 
here that Chevalier Jackson ? considers X ray therapy, 
with or without gastrostomy, one of the best methods 
of treatment for csophageal carcinoma, and though 
radium has on the whole given disappointing results 
it is possible, as Mailer suggests,’ that a combination 
of radium and X ray treatment offers the best hope. 
The most promising experience with radium is that 
of Guisez,4 but others have been less fortunate 
with it, and most of the “cures” so far on record 





' Brit. J. Radiol. November, 1936, p. 732. 


* Bronchoscopy, Esophagoscopy,and Bronchoscopy, London, 
3rd ed., 1934. 





* Lancet, 1935, 2, 1052. 
188 pues by A. L. Abel, Gsophageal Obstruction, London, 


are those of radical surgery. Torek’s patient was 
alive and well twelve years after operation, and 
success has been achieved by a number of others 
including Eggers, Grey Turner, Kirschner, Ohsawa, 
and Abel. In our present issue Mr. Pilcher discusses 
radical excision of carcinoma of the cervical oso- 
phagus, and describes a case of Trotter’s which was 
free from recurrence ten years after operation, and 
in which the function of swallowing had been restored 
by plastic operation. Such cases hold out hope for 
the future: but until big advances have been made 
less heroic measures will still have an important place 
in the treatment of esophageal carcinoma. 


THOUGHTS ON THE ADDENDUM 


AN ancient writer, commenting on the prescription 
of medicines with many ingredients, insinuated that 
its object was pour faire valoir le métier or ad osten- 
tationem artis. William Wadd, surgeon  extra- 
ordinary to George II, in whose quaint memoirs this 
gibe is recalled, reflects that Bacon was perhaps nearer 
the truth when he said that the multiplicity of 
remedies was the child of ignorance—a thought that 
has often been expressed since though not always 
ko happily. Be that as it may, with the progress of 
science medicines have become more simple, and 
evidence of the trend will be found in the Addendum 
1936 to the British Pharmacopeia 1932. It is not 
really very long since strychnine hydrochloride began 
to take the place of galenical preparations of nux 
vomica, and the alkaloids of opium began to be pre- 
ferred to the tincture. Sometimes it may be the whole 
drug is better than the active principle; but from 
the standpoint of the compilers of pharmacopeeias 
the latter is certainly preferable, since a crystalline 
chemical product is capable of accurate standardisa- 
tion. The task of chemist and doctor alike grow 
easier when the abstract conception, vitamin C, 
comes down to earth as ascorbic acid or acidum 
ascorbicum. 

The Addendum has already been reviewed in 
THe Lancet, but these second thoughts on the 
subject are prompted by the fact that since the 
beginning of the year its monographs have had 
the same authority as that of the B.P. itself. 


PREGNANCY ANAEMIA AND SOCIAL 
CIRCUMSTANCES 


In the last few years increasing attention has been 
paid to the part played by poverty in the anzemia 
of pregnancy. It was formerly thought that the 
anemia arose from the demands of the fetus for 
iron and other hemopoietic principles ; but recently, 
as we noted not long ago,' Bethell? in the United 
States and Fullerton * in this country have suggested 
that pregnancy in itself is not a cause of it. The 
iron saved by the cessation of menstruation, they 
calculate, makes up for the iron lost to the fetus, 
though excessive hemorrhage at delivery may of 
course be serious later, especially in women whose 
diet is deficient in minerals. The high incidence of 
anemia during pregnancy they attribute to causes 
not directly associated with the requirements of the 
foetus. 

In an important study of pregnant women in 
Stockport, published in our last issue, Dr. W. J. 8. 
Reid and Dr. Jean Mackintosh bring forward addi- 
tional data. Among over 1100 women examined 
they found no case of hyperchromic anzmia, but 





1 Lancet, 1936, 2, 801. 
* Bethell, F. H. (1936) J. Amer. med. Ass, 107, 564. 
* Fullerton, H. W. (1936) Brit. med. J. 2, 523, 577. 
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about 10 per cent. had a hemoglobin level below 
70 per cent.—a figure slightly lower than that given 
by J. A. Boycott for London and considerably lower 
than that found in a rather similar study in Aberdeen. 
In order to determine the effects of economic circum- 
stance Reid and Mackintosh divided their patients 
into two groups according to the average income 
per head of the family after deduction of rent. 
Group I contained women with an average income 
of 12s. per head or less, and Group II those with an 
income of over 12s. a head. (For this purpose the 
pregnant woman was counted as two.) Of Group I 
13-2 per cent. had a hemoglobin level of below 70 per 
cent., a figure in closer agreement with the Aberdeen 
observations, while of the higher-income group 
only 5 per cent. had a low hemoglobin. Multiparity, 
even in good social circumstances, began to have a 
definite effect on the incidence of anemia when the 
women had had five or more pregnancies, and in poor 
circumstances it affected haemoglobin earlier in the 
childbearing career. Only 7-6 per cent. of primiparz 
in Group I had anemia, but 15-4 per cent. of multi- 
pare had a hemoglobin below 70 per cent. This is 
partly no doubt because when economic circumstances 
are bad it is almost always the mother who goes 
without. Age, apart from parity, bore no relation to 
anemia. Women who worked outside the home 
during pregnancy decreased their liability to develop 
anzemia because they increased the family income. 

These observations show that undoubtedly 
pregnancy has an indirect effect in causing anemia 
in women whose diet is inadequate. The prevention 
of such anemia in women and consequently in infants, 
since its cause is recognised, must be considered 
one of the major problems before any civilised 
community. 


DEVELOPMENTS AT LEEDS 


SincE the General Infirmary at Leeds was opened 
in the year 1869, extensions—and some of them very 
great ones—have been found necessary to meet the 
ever-increasing demands made upon the institution. 
Sometimes it has even been thought that finality 
had been reached, but this has always been found to 
be fallacious. It has for long been felt that there 
ought to be in connexion with the Infirmary a paying 
department for the accommodation of those who are 
not in a position to meet the expense of the best 
nursing-homes and yet are not of the recognised 
“hospital class.” Greatly increased accommodation 
for the nursing staff, which now numbers about 300, 
with an adequate recreation room and with better 
provision for the use of the preliminary school of 
instruction, a new out-patient department, improved 
accommodation for the X ray diagnostic department, 
and some structural alterations all appeared to be 
so important that in the year 1933 it was decided to 
make an appeal for the sum of £250,000. It is a matter 
for congratulation that on the last day of the year 
which has just closed it was announced that this 
sum had been reached. During the three years 
since the appeal was launched, much thought has 
been given to the plans; in the case of the more 
urgent requirements the work has been going on 
and in some it has approached completion. Not 
included in the £250,000 just mentioned there has 
come from Claire, Lady Manton and her sons a 
welcome gift of £8000 for new buildings for the 
X ray diagnostic department, which will enable the 
work to start at once. Lord Manton took a deep 
interest in the work of the Infirmary and was on the 
Board for some sixteen years. Along with Mr. Charles 


Lupton he did much to improve the conditions of 
service for the nursing staff, and when he made a 
generous donation of £50,000 to the funds of the 
Infirmary he stipulated that £10,000 should go to 
the nurses’ pension fund. 


A MINISTRY OF CHILDHOOD ? 


Ir has long been recognised by teachers and 


‘parents that the human child, if not a separate 


species, is pretty well a distinct variety of Homo 
sapiens. Mr. Edward Fuller would have the Govern- 
ment recognise this fact and create a Department or 
Ministry of Childhood, taking as its province all the 
needs of the child as specified in the Declaration of 
Geneva. Uruguay, he tells us, has such a ministry, 
and Peru is about to create one, while in this country 
the liaison between the Ministry of Health and the 
medical department of the Board of Education 
establishes what is virtually a national service for the 
supervision of the health of children from birth or 
before to school or after. For fourteen years past 
the U.S.A. has had its Federal Children’s Bureau 
dealing with every department of child welfare 
except education, but Mr. Fuller said that not many 
years ago, in answer to an inquiry, he received from 
one of the constituent States the reply: “We do 
not know what is meant by child welfare.” Speaking 
at the same conference, which was arranged by the 
Nursery Schools Association, Prof. Olive Wheeler 
expressed her dissatisfaction at the over-emphasis 
of the legal aspect of delinquency by the Home 
Office : behaviour that seems to her perfectly normal 
for the period of childhood—such acts as letting off 
fireworks in the street or riding bicycles without a 
light—are regarded by chief constables as offences 
leading to the taking of fingerprint impressions. 
She would like the Board of Education to take on 
more and more responsibility for the legal, labour, 
and health aspects of child life. Both Dr. G. F. 
McCleary and Dr. Ralph Crowley were drawn into 
the discussion, and Dr. McCleary suggested the need 
for a million places in the nursery schools against the 
six thousand or so provided in the existing 78 
schools. His feeling was that if people wanted these 
schools enough they would see that they got them. 
Dr. Crowley was sympathetic to the idea of having 
a department at the centre always thinking of the 
whole child. There were certainly enough ideas 
presented at the conference to keep the Nursery 
Schools Association going for another year. 


RECTAL ADMINISTRATION OF EVIPAN 


HavinG found that rabbits and dogs readily absorb 
Evipan from the rectum in 10 per cent. solution and 
are satisfactorily anzsthetised thereby, Gwathmey ! 
proceeded to use rectal evipan in his practice. His 
object was to secure a perfect state of pre-anwsthetic 
unconsciousness gn which true anaesthesia could be 
imposed with nitrous oxide, ethylene, and so on; 
it was not intended that the evipan should be 
unaided a sufficient anesthetic, and in fact it sufficed 
by itself only for short and slight operations. In 
the laboratory 50 mg. per kg. of body-weight pro- 
duced anesthesia in animals five times out of six, 
unconsciousness lasting about an hour and a quarter. 
The highest dose used, 175 mg. per kg., gave an anzs- 
thesia lasting seventeen hours. Dogs showed a wider 
margin of safety when evipan was given by rectal 
mnjection than when it was introduced by the vein. 
The therapeutic index—that is, the minimum lethal 





1 Gwathmey, J.T. (1936) Amer. J. Surg. 32, 411. 
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dose divided by the minimal anesthetic dose—was 
4 rectally as against 3-3 intravenously. At the time 
of his report Gwathmey’s experience with human 
beings was limited to some 150 cases, but as far as 
it went it was very satisfactory. Anzsthesia came on 
comfortably in about five minutes and there were 
no unpleasant consequences of the injection, either 
in the rectum or elsewhere. A fairly large proportion 
of the patients during recovery showed the restless- 
ness often seen after the action of a barbiturate, 
but pulse, respiration, and blood pressure remained 
normal unless upset by the surgeon. The average 
dosage used was 0-2 c.cm. of an aqueous solution per 
pound of body-weight (44 mg. per kg.), but physique, 
habits, and disposition of the patient were taken 
into consideration when determining the amount to 
be injected. To the 10 per cent. solution was added 
a quarter of a grain of morphia, but Gwathmey 
found that when Dilaudid was substituted for morphia 
there was much less nausea and vomiting after 
operation. The use of other barbiturates in asso- 
ciation with evipan he regards as inadvisable. A 
further claim by Gwathmey is that rectal evipan 
brings freedom from pulmonary complications, but 
this is based on results with animals and appears 
unconvincing. Moreover, as was pointed out by 
Dawkins in his treatise which we reviewed last week 
(p. 35), the principal objection to premedication is 
its tendency to encourage lung trouble after opera- 
tion unless it is managed with great care. The 
technique of injection described by Gwathmey is 
laudably simple and the injection is given an hour 
before the time fixed for operation. We are not 
aware of the rectal use of evipan hitherto in this 
country, but doubtless some will now be led to 
try it. 


ROUGH WEATHER IN BATTERSEA 


UnpER the name of the Antivivisection Hospital, 
the Battersea Hospital was founded in 1902 as 
‘‘a visible protest against the demoralising practice 
of performing any experiments on animals.” A time 
came when the protest proved less and less emphatic, 
for want of funds, and eventually it was necessary 
to ask help from King Edward’s Hospital Fund. 
This help was not forthcoming so long as the insti- 
tution maintained its original principles—principles 
that ‘“‘somehow contrived to encourage moral con- 
demnation of medical and surgical treatment else- 
where.” ! In this emergency Mr. S. E. Parkes joined 
the board, provided financial guarantees, and became 
chairman, An application was lodged with the 
Chancery Division for leave to eliminate the element 
of antivivisection from the name and objects of the 
Hospital, and after the honorary medical super- 
intendent, Mr. J. R. Lee, F.R.C.S., had testified 
that the progress of science and advance in know- 
ledge made it nowadays impossible to run a general 
hospital on antivivisection principles the Court 
accepted the plea and the Battersea General Hospital 
started on a new lease of life. King Edward’s Fund 
made a grant and money was collected; but the 
question then arose whether the Hospital should not 
fall into line with others of its kind in its manner 
of making staff appointments, none of which had 
so far been the result of open competition. In 
December, 1935, the members of the staff were invited 
(and all except two agreed) to sign a statement that 
their posts were terminable by the Hospital at the 
end of each year, and last autumn notice was given 
that all of them would in fact be terminated at the 


* Lancet, 1935, 2, 1245. 


end of 1936 and advertised in the medical press— 
though in making new appointments preference would 
be given, other things being equal, to the former 
holders. Mr. Parkes asked the help of the British 
Medical Association, and a selection committee, 
including the dean and the professors of medicine 
and surgery at the British Postgraduate Medical 
School, was set up to consider the applications. 
Nearly all the former staff applied for reappointment, 
but many of the places were filled by candidates 
from outside. Some of those who failed to secure 
reappointment held that they had been unfairly 
treated and have accordingly applied for, and 
obtained, an injunction restraining the Hospital 
from their dismissal before their case can be heard. 
They may argue perhaps that they signed the state- 
ment about annual tenure on the assumption that 
it would apply, as at other hospitals, only in excep- 
tional circumstances ; they may say that reasonable 
security is essential for the honorary hospital officer. 
Meanwhile a crisis has arisen over the position of 
Mr. Lee, the senior surgeon, who was not reappointed 
—but (we understand) took no legal action. Mr. Lee 
is approaching the age of retirement under the new 
regulations, and the selection committee may have 
preferred to bring in a younger man; but he has 
done fine work in steering a course towards a new 
and better state of things, and when it came to the 
point last week the hospital board could not bring 
themselves to drop the pilot. Mr. Parkes, whose 
services as chairman of the board have also been 
invaluable in the past year or two, unfortunately felt 
bound to regard this as a vote of no confidence in 
himself ; for he held that the views of the selection 
committee must be accepted or rejected as a whole. 
So he resigned, and two other members of the board 
with him. This is clearly regrettable, and it is to be 
hoped that a way will yet be found to resolve the 
conflict of loyalties. 


WE regret to announce the death on Sunday last 
in a London nursing-home of Dr. D. F. Fraser- 
Harris in his seventieth year. Quite early in his 
career he took the Neil Arnott prize in physiological 
physics which remained a major interest to him 
throughout his life. After taking very high qualifica- 
tions in science as well as in medicine, he taught 
physiology at Glasgow and acted as professor of 
physiology at St. Andrews until he was called in 
1911 to the chair of physiology at Dalhousie, Nova 
Scotia, where he remained until 1924. He had a 
gift for clear and graphic exposition and his popular 
books on physiology have had a wide circulation. 








THE SPANISH MEDICAL AIp CoMMITTEE.—This 
Committee has presented to the Spanish Government the 
hospital that the British Medical Aid Unit established at 
Grafien (see Mr. Sinclair-Loutit’s letter published in our 
issue of Nov. 28th), and members of the medical staff 
have gone to Albacete to work with the International 
Brigade there. The hospital at Grafien is now being run 
by the Spanish authorities, but at their special request 
the British nurses are staying on. The standard of nursing 
in Spain is low and the Spaniards have been much im- 
pressed by the skill and efficiency of the English nurses. 
Doctors, nurses, and drivers sent out by the Spanish 
Medical Aid Committee will in future go to the Inter- 
national Brigade at Albacete. Last week the Committee 
sent out a Talbot ambulance, similar to those used by 
the London County Council, and two more will go during 
the next week or so, together with a lorry full of medical 
and surgical supplies. A special decontamination van is 
also being dispatched to Madrid to deal with people who 
have been affected by mustard gas. 
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II.—SELECTION 


IN medical statistics we are nearly always working 
with samples drawn from large populations. For 
instance if we compare the mortality of diabetics 
treated with insulin with diabetics not treated with 
insulin, we do not possess information regarding all 
such persons (whom we may term the “ universe ” 
of diabetics) but only for a sample of each type 
which has come under our own observation or under 
the observation of others. If we wish to argue from 
this sample to the universe from which it was drawn, 
to deduce that what is true of our sample of patients 
is therefore true of the general run of patients, then 
we must consider very carefully whether in fact our 
sample is fully representative of all patients, and 
not in any way biased or “ selected.”’ It is important 
to be clear on the meaning the statistician attaches 
to the word selected. By a selected sample he 
denotes a sample which is not representative of the 
universe from which it is drawn. The selection may 
have been deliberate, in which case the form of selec- 
tion is known and the lack of comparability between 
the sample and the universe is usually perfectly 
clear. For instance, if the treatment of respiratory 
tuberculosis by means of artificial pneumothorax 
is confined in a sanatorium to patients with signs of 
disease in one lung only, then it is obvious that 
these patients are not a representative sample of all 
patients with phthisis, but are selected on the criterion 
of one lung only affected. To compare their mortality 
experience with that of all patients is, therefore, a 
very doubtful procedure, for we are clearly not 
comparing like with like in all respects except arti- 
ficial pneumothorax treatment. Even without that 
treatment the death-rate of patients with only one 
lung affected may differ materially from the death- 
rate of the general run of patients. 

More often, however, the “selection” is not 
deliberate but is quite unforeseen or is unrealised. 
To say, therefore, that Mr. So-and-So’s figures relate 
to a selected sample of patients is not an aspersion 


on Mr. So-and-So’s scientific honesty ; the statement 


implies only that owing to the method of collection 
of the figures, or to the limited field in which Mr. 
So-and-So was able to operate, it is quite impossible 
for his sample to be representative. It may be 
that with care that selection might have been 
avoided ; often it is unavoidable. Its possible pre- 
sence cannot be too carefully remembered or taken 
into account in interpreting statistics. As however 
it is frequently overlooked a series of examples 
will not be amiss. 


Examples of Selection 
I 


As a simple illustration I have taken from the 
Times the frequency with which male and female 
births are recorded in the birth column. In 1935 
the number of male births was 3304 and female births 
3034, so that the sex ratio is 1089 males for each 
1000 females. According to the Registrar-General’s 
figures for England and Wales the sex ratio of births 
in the country as a whole rarely exceeds 1050. It 
is clear that from the point of view of sex ratio the 
births recorded in the Times are not representative 
of the births in the country as a whole. It is pos- 
sible that first births are more frequently recorded 
in those columns than births of a later order, and 
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that such births have a different sex ratio; or that 
proud parents are more likely to record their heirs 
than their daughters; or that the sex ratio differs 
between social classes. With such a sample of births, 
if that was all that was available, one could not 
generalise about the universe with any security. 


II 


Hospital statistics can very rarely be regarded as 
unselected. The patients are frequently drawn from 
particular areas and largely from particular social 
classes. Still more important, in many diseases only 
those patients who are seriously ill are likely to be 
taken to hospital. It is obvious that we cannot 
determine with any approach to accuracy the fatality- 
rate of any disease, say, measles at ages 0—5 years, 
if our statistics are based only upon the seriously 
ill—perhaps only upon patients in whom a secondary 
pneumonia has developed—and ignore the mass of 
children whose symptoms are so slight that they can 
safely be treated in their own homes. Of all children 
with measles, those in hospital will often form only 
a small and stringently selected group; our deduc- 
tions from such a group are correspondingly limited, 
especially with regard to such factors as the incidence 
of complications and the rate of fatality or recovery. 
It is not too much to say that there is no disease in 
which a hospital population must not initially be 
regarded with suspicion if it is desired to argue from 
the sample to the universe of all patients. No such 
argument should be attempted without a preliminary 
and rigorous examination of the possible ways in 
which selection may have occurred. 

The same difficulty arises with secular comparisons— 
e.g., when we wish to see whether the fatality from 
some disease has changed from one year to another. 
In each year the fatality-rate is measured upon the 
patients admitted to hospital, and in each year those 
patients are a sample of all patients with the disease 
in question. It must be considered whether that 
sample has changed in type. In both years the 
sample may be a selected sample but the selection 
may not be identical. The kind of patient admitted 
may have changed. For example, in a group of 
American hospitals it has been reported that the 
fatality-rate from appendicitis declined from 6 per 
cent. in 1928 to 3-5 per cent. in 1932. Is that a 
“real”? decline or has there been a concurrent change 
in the types of patients admitted? Examination 
of the basic figures shows that in these hospitals in 
1928 some 2500 patients were operated upon while 
in 1932 the number had risen to 3500, an increase of 
40 per cent. It is impossible to believe that an increase 
of 40 per cent in five years is a real increase in the 
incidence of appendicitis. It is more likely that the 
desire for admission to these hospitals or the criteria 
of admission have changed, that some patients who 
were admitted in 1932 would not have entered them 
in 1928. It is possible, therefore, that the type of 
entry has changed as well as the volume—perhaps 
that milder cases were admitted and operated upon 
in 1932 which were not present in the 1928 series. 
In the absence of positive evidence on that point the 
change in fatality cannot be accepted at its face value 
or as satisfactory evidence of the effect of a change 
in some other factor—e.g., the benefit of earlier 
admission to hospital in 1932 than in 1928. The 
following two questions must always be considered. 
Has there been a change in the population from which 
the samples are drawn at two dates—i.e., a change 
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relevant to the question at issue? At each date 
was there an equal probability that a particular 
type of patient would be included in the sample ? 


III 


In measurements of the value of some form of 
treatment, statistics of the following type are 
frequently given :— 





Day of disease | Fatality-rate | Day of disease | Fatality-rate 
upon which per cent. of upon which per cent. of 
treatment was treated treatment was treated 
first given. patients. first given. patients. 
1 1:3 4 9-3 
2 3-6 5 12-8 
3 75 6 or later 16°4 








It is possible that the level of this fatality-rate at 
the different stages is seriously influenced by selection. 
Let us suppose, as is often the case, that the treat- 
ment is given to patients brought to hospital and 
that all patients do not necessarily go to hospital. 
Then on the first day of disease a variety of patients will 
be taken to hospital, in some of whom, in the absence 
of the special treatment, the disease is destined to run 
a mild course, in others a severe course. The presence 
of a proportion of mild cases will ensure a relatively 
low fatality-rate, even if the special treatment has 
no specific effect. But as time passes this proportion 
of mild cases in the hospital sample is likely to 
decline. By the time, say, the fourth day of disease 
is reached, a number of patients who were not 
seriously ill will have recovered or be on the way to 
recovery. Their removal to hospital is unnecessary. 
On the other hand, patients who have made a turn 
for the worse or whose condition has become serious 
are likely to be taken to hospital for immediate 
treatment. Thus on the later days of disease the 
sample removed to hospital for treatment is likely 
to contain an increasing proportion of persons seriously 
ill, it obviously being unnecessary to transfer those 
who are making an uninterrupted recovery. In other 
words the patients removed to hospital on the fourth 
day of disease are not a random sample of all patients 
who have reached that day of the disease but consist 
rather, perhaps mainly, of patients still seriously ill. 
Such a group will certainly have a relatively high 
fatality-rate. 

Another example of this statistical difficulty may be 
taken from some fatality-rates recorded for appendi- 
citis. It has been reported that in a group of cases 
2 per cent. died of those admitted to hospital within 
24 hours of the onset of symptoms compared with 
10 per cent. of those whose admission was delayed 
till after 72 hours. But it is likely that the group of 
patients admitted early is composed of a proportion 
of the seriously ill and a proportion that would do 
well whether admitted to hospital or not. On the 
other hand those who are admitted after a delay of 
three days from onset are likely to be patients whose 
condition is serious, and clearly those whose condition 
has become quiescent are unlikely to be taken to 
hospital at that point of time. If such a sequence of 
events occurs, it is clear that the group of patients 
admitted early is not in pari materia with the group 
of patients admitted late. Selection may not be the 
whole explanation of the difference between the 
fatality-rates, indeed it is not likely to be for there 
are excellent reasons for the early treatment of ap- 
pendicitis. But it is a possible factor with statistics 
such as these which makes it very difficult to measure 
accurately the magnitude of the advantage. 
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IV 


A sample which is composed of volunteers or self- 
selected individuals is not likely to be a random 
sample of the universe from which it is drawn. 
If, for example, the treatment of colds by vaccine is 
offered to a group of persons, the volunteers are 
likely to belong mainly to that section of the group 
which suffers most severely from colds and hopes 
for some advantage from the treatment. They are 
in that event a select group, not comparable with 
the remainder of the population from which they 
were drawn. In such cases the question must always 
arise: is the act of volunteering correlated with any 
factor which may have an influence upon the final 
results of the experiment ? 


Self-selection 


An interesitng example of what may be termed 
self-selection is worth quoting. In 1931 the Industrial 
Pulmonary Diseases Committee of the Medical 
Research Council wished to make an inquiry into 
whether the working health and capacity of coal- 
miners are impaired by the inhalation of anthracite 
dust. To begin with,a study was made of the size 
and age constitution of the working population at 
the South Wales anthracite collieries. Underground 
workers had to be excluded from the investigation, 
since such workers as well as being exposed to various 
concentrations of anthracite dust in the atmosphere 
may in addition be exposed at times to silica dust. 
If the health of these workers was found to be impaired 
it would be impossible to implicate anthracite dust 
as the responsible agent. The impairment might 
equally well be due to exposure to stone dust con- 
taining silica, which, it is well known, can produce 
serious damage to health. In addition it was con- 
sidered necessary to exclude surface workers who 
had at any time worked underground, since the 
effects of exposure to silica dust will not necessarily 
be immediately apparent and also because impaired 
health may have been the reason for transference 
from underground to surface work. This was, in 
fact, known to be the reason in numerous cases, so 
that such workers would be a highly select group. 
Attention was therefore turned to workers who were 
exposed to anthracite dust on the surface and had 
always worked on the surface. Such workers, it was 
found, are employed on a relatively light task. Not 
only was there a tendency to draft to it operatives 
who had previously worked underground and had 
for one reason or another become partially incapa- 
citated, but in addition it was clear that a large 
number of boys were initially employed upon this 
work but rapidly moved away to other work. In the 
main these boys were drafted underground where 
the physical labour was heavier but the rate of pay 
superior. 

The inevitable inference is that the healthy and 
strong individuals will transfer to underground work 
while those who remain on the surface are likely to 
be of under-average physique and health. In other 
words there has been a form of self-selection. If the 
examination of such surface workers showed that they 
included a high proportion with impaired health or 
that they suffered an unduly high rate of sickness in 
comparison with some standard, this result could not 
with security be ascribed to the effects of dust inhala- 
tion. It might be considerably influenced by the 
fact that these surface workers were, through the 
operation of selection, initially less healthy than a 
random sample of all surface workers. This investi- 
gation also contains an example of selection through 
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volunteers being accepted for examination. For the 
reasons outlined above no inquiry was made at the 
collieries and the field of study was transferred to dock- 
workers exposed to anthracite dust. Of 250 such 
workers it was arranged to examine, clinically and 
radiologically, a sample of 40 operatives—namely, 
15 workers employed for only 3—4 years and 25 older 
workers with 15-40 years’ service. These two groups 
were selected at random from the complete list of 
operatives, to ensure, as far as possible with such small 
numbers, a representative sample. At the examina- 
tion eleven of these men were absent and to make 
good the deficiency in numbers volunteers were 
secured in place of the absentees. 

The results of the examinations suggested that 
there was a readiness to volunteer on the part of 
individuals who, on account of some known or sus- 
pected disability, desired to be medically examined. 
Such substitutions may, therefore, result in the 
sample ceasing to be random and representative of 
the population from which it was drawn. 


Questionnaires 


Inquiries carried out by means of questionnaires 
are par excellence those in which selection must be 
suspected. In all such inquiries replies to the ques- 
tions put—even to the simplest question—are received 
from only a proportion of the individuals to whom 
the form is sent. There can never be the slightest 
certainty that the individuals who choose to reply 
are a representative sample of all the individuals 
approached ; indeed very often it is extremely 
unlikely that they are representative. For example 
one may take the inquiry made by the Editor of 
THe Lancet into the Present-day Openings of 
Medical Practice (Lancet, 1935, 2, 512). To measure 
the success with which recent graduates had been 
attended in their profession a questionnaire of three 
relatively simple questions was addressed to the 
1490 men and women who in 1930 registered their 
names with the General Medical Council, viz., (1) What 
branch of medicine have you taken up? (2) What 
led you to this choice? and (3) What was your 
approxiniate income from professional work last 
year? To overcome objections to providing such 
personal information no clue to the identity of the 
correspondent was required. Of the individuals 
approached 44 per cent. replied. Are these persons 
a representative sample of the 1490? It is possible, 
as is clearly pointed out in the report, that there 
might be a tendency for those who have been suc- 
cessful in their profession to be more eager to register 
their success than for those who have failed to 
register their failure. Alternatively the latter might 
under the veil of secrecy be glad of the opportunity 
of stating frankly the drawbacks of the profession. 
Those who have turned to other professions might 
tend not to reply under the impression that the 
inquiry cannot concern them. Successful and busy 
individuals might be unwilling to give time to the 
inquiry. It is impossible to determine whether any 
such factors are operative in the determination to 
answer or not to answer. The difficulty is inherent 
in all inquiries carried out by this method. 


House Sampling 


An interesting example of selection in taking a 
random sample of houses is suggested in the Ministry 
of Health’s report on the influenza pandemic of 1918 
(Reports on Public Health and Medical Subjects, 
No. 4). To obtain facts as to the incidence and 
fatality from influenza in 1918-19 a house-to-house 


inquiry was undertaken in five areas of Leicester, 
infurmation being obtained so far as possible at every 
fifth house. Houses which were found closed at the 
time of visit had to be ignored in this census. But 
houses in which there are young children are rarely 
found closed and this would tend to affect the age- 
distribution of the population recorded in the sample. 
Compared with the population from which it was 
drawn the sample would be likely to contain an 
undue proportion of young children and a deficit in 
the number of adults. Any substitution of another 
house for the original randomly chosen one would 
be likely to add still further bias to the sample, and 
such substitutions are to be avoided in sampling 
inquiries. 

It will be noted that a selection of this type would 
be difficult to foresee. It is here that the statistician 
has some advantage, for his experience of such 
inquiries makes him familiar with the methods that 
are likely to ensure a random sample and _ those 
that are likely to lead to one that is unrepresentative 
of the population from which it is taken. Workers 
who are unfamiliar with sampling inquiries but wish 
to embark upon one may, therefore, find his advice 
of assistance. 

Summary 


In statistics we are working, nearly always, with 
relatively small samples drawn from large popula- 
tions ; to be in a position to generalise the sample 
must be representative of the population to which 
it belongs. In taking samples “ selection *’ may occur 
through the operation of various factors. A selected 
sample is one which is not representative of the 
universe, whether the bias be due to deliberate 
choice or unconscious selection of the members 
incorporated in the sample. In generalising from a 
sample, or in making comparisons between one 
sample and another, the possible presence of selection 
must always be very closely considered. 


A. B. H. 








INFECTIOUS DISEASE 
AND WALES DURING THE 
DEC. 26TH, 1936 


Notifications.—The following cases of 
disease were notified during the week : 
0; scarlet fever, 1636; diphtheria, 1013; enteric 
fever, 21; pneumonia (primary or influenzal), 832 ; 
puerperal fever, 22; puerperal pyrexia, 72; cerebro- 
spinal fever, 16; acute poliomyelitis, 3; encepha- 
litis lethargica, 4; dysentery, 16; ophthalmia 
neonatorum, 40. No case of cholera, plague, or 
typhus fever was notified during the week. 

The number of cases in the Infectious Hospitals of the London 
County Council on Jan. Ist, 1937, was 3451, which included : 
Scarlet fever, 999; diphtheria, 1066; measles, 10; whoop- 
ing-cough, 427; puerperal fever, 14 mothers (plus 6 babies) ; 
encephalitis lethargica, 285 ; poliomyelitis, 4 At St. 
Margaret’s Hospital there were 12 babies (plus 5 mothers) with 
ophthalmia neonatorum. 


IN ENGLAND WEEK ENDED 
infectious 
Small-pox, 


Deaths.—In 122 great towns, including London, 
there was no death from small-pox, 2 (0) from enteric 
fever, 1 (0) from measles, 2 (0) from scarlet fever, 
11 (4) from whooping-cough, 40 (7) from diphtheria, 
33 (8) from diarrhoea and enteritis under two years, 
and 97 (25) from influenza. The figures in paren- 
theses are those for London itself. 

Sheffield and Stockton-on-Tees each reported a death from 
enteric fever ; Thurrock 2 deaths from whooping-cough. Fatal 
cases of diphtheria were reported from 18 great towns, Liver- 
pool 6, Thurrock 4, Bradford and Manchester each 3. 


The number of stillbirths notified during the week 


was 220 (corresponding to a rate of 49 per 1000 
total births), including 33 in London. 
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MODERN VIEWS ON INFECTION AND 
DISINFECTION * 


By Srr WELDON DALRYMPLE-CHAMPNEYS, Bt., 
M.D. Oxon., F.R.C.P. Lond. 


A MEDICAL OFFICER AT THE MINISTRY OF HEALTH, LONDON 





A GENERAL overhaul of our methods of preventing 
and treating infectious diseases in the light of modern 
knowledge is long overdue, and reform in this sphere 
—as ultimately in every sphere of public health work— 
depends upon the existence of an enlightened public 
opinion. On no subject perhaps has thinking been 
looser and generalisation more irresponsible than on 
that of infectious diseases, and the time has come 
when clear thought and scientific assessment are 
essential if we are to make full use of the mass of 
valuable knowledge accumulated by research workers 
in recent years. I must content myself with calling 
your attention to certain selected aspects. 


Infection 
THE NATURE OF INFECTIOUS DISEASE 


We are apt, I think, to picture the life of man as 
an originally idyllic existence, which at some very 
remote period and for some very obscure reason 
(associated perhaps with apples) was suddenly 
interrupted by the invasion of some _ ill-natured 
creatures called microbes which had the nasty habit 
of causing disease in their host man. But if we 
consider the matter for a moment it is plain that the 
pathogenic or disease-producing micro-organisms 
are some of the simplest and therefore most primitive 
living things upon this earth and must, though doubt- 
less in a slightly different guise, have been in existence 
long before man appeared upon the earth. Whether 
these organisms took to a life of crime before or after 
man had evolved as a separate genus is really an 
academic question, and we can be sure that, speaking 
generally, the fight between man and his parasites 
(for all disease germs can be so described) has been 
going on throughout man’s history. Microbial disease 
—to use an old but convenient term—can in fact 
be defined as a disturbance of health in man or other 
living things due to the presence of parasitic organisms, 
or in other words as a disturbance of the equilibrium 
between host and parasite unfavourable to the host. 
Bordet (1920) has expressed this with the neatness 
so characteristic of his race ‘‘ La vie est le maintien 
d’un équilibre incessament menacé.” Every addition 
to our knowledge of infection and immunity serves to 
emphasise the incessant nature of this menace and 
there can be no doubt that, as Andrewes pointed out, 
the constant struggle of man against disease must 
have played a most important, though much neglected, 
réle in our evolution. “Of all the teeth in the 
terrible comb with which Nature sorts out the 
inefficient,” he writes, ‘disease is one of the most 
formidable.” 

In order that the host should survive these incessant 
attacks he must, of course, become adapted in some 
way to the parasite—just as the parasite to survive the 
attacks of the host’s defensive mechanisms must 
also become adapted—and to watch the parasite’s 
attacks, persistent but never carried so far as to 


* The substance of a Chadwick lecture delivered on Dec. 9th. 
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exterminate the host species, which would involve 
its own extinction, is to be reminded inevitably of a 
cunning blackmailer at work. 

Of the many different micro-organisms which 
may be found in the human body not all are harmful 
and some are even useful to us. Moreover it is 
important to remember that the discovery in the 
body of a micro-organism capable of causing a disease 
does not necessarily mean that the patient is suffering 
from the disease in question or even that they have 
been recently infected. We all of us, in fact, like the 
great nobles of past centuries, support a large number of 
dependants of whose presence we are hardly if at all 
aware. Ishall refer again to this curious phenomenon, 
the importance of which is only beginning to be 
realised, when dealing with so-called “‘ carriers,” 
but I must refer for a moment to the difficulties 
attending the definition of “ infection.” 

It is obviously confusing to use the same word to 
express the successful attempt of a pathogenic micro- 
organism to penetrate the first line of defence and 
establish itself in the body of its host, and also the 
further success by which it produces a definite 
disturbance of health or a disease. In my opinior 
no completely satisfactory solution of this difficulty 
has been found, but the terms “ infection” for the 
initial success and “invasion” for the further 
one are widely used and have a certain amount to 
recommend them. 


THE REACTIONS OF THE HOST TO THE PARASITE OR 
ITS PRODUCTS 


The reactions of any host to the presence of a 
pathogenic organism are numerous and complex, and 
although our knowledge of these reactions has been 
greatly extended in recent years it seems probable 
that we have so far explored only the fringes of 
this mysterious territory. I shall therefore make 
no attempt to give a complete account of these 
reactions but will merely mention those which seem 
to be the most important. Naturally these reactions 
are not mutually exclusive and several often occur 
successively or simultaneously in the same _ host 
(see Diagram). 


1. The parasite may be killed immediately by the 
defensive mechanisms, specific and non-specific of the 
host’s body, without the manifestation of any signs or 
symptoms of disease. 

2. The parasite may give rise to the local reaction 
known as inflammation, which may or may not be 
accompanied by— 

3. Pus formation, pus consisting mostly of the dead 
bodies of the white blood corpuscles killed by the parasite 
whilst defending the host. 

4. The parts immediately surrounding the site of 
infection may die—i.e., local necrosis may occur. 

5. Fever may result. This is a protective reaction of the 
host as the raising of the body temperature increases, in 
some way at present little understood, the efficiency of 
some or all of the body’s defensive mechanisms. Artificial 
fever has been used for many years in the cure of microbial 
disease, having been usually produced by means of so-called 
“protein shock” (by the injection of milk, a vaccine 
made from the causative organisms of a different disease, 
&c.), but recently the production of artificial fever by 
the actual mechanical heating of the whole body to a 
high temperature for a short time has been tried, apparently 
with considerable success. 

6. The body of the host may respond to the stimulus 
of the parasite’s presence by the formation of substances 
known as “ antibodies.”” These antibodies are of many 
different kinds, new varieties being constantly discovered 
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and probably many are still unknown, but those which 
are produced as a reaction to the presence of a parasite 
(or more accurately speaking to the presence of a specific 
substance or “ antigen ” liberated by the parasite during 
its life or after its death) are specially adapted to destroy, 
precipitate, or otherwise put out of action the parasite in 
question. 

7. The parasite may succeed in producing a disturbance 
of health or disease in the host with or without fever, 
and this disease may terminate in one of three ways: 
(a) complete recovery with destruction of the invading 
parasite ; (b) apparent recovery, but with survival of the 
invader ; (c) death of the host—and nearly always of the 
parasite too. 

8. The parasite may establish itself in the body of the 
host without causing any disturbance of his health, but 
there is always or nearly always some reaction to the 
parasite’s presence, such as antibody formation, though 
such a reaction may be difficult to detéct in these so-called 
“* silent infections.” Silent infec- 
tions result in the host acquir- 
ing immunity to the particular 
parasite, as in tuberculosis, 


PARASITE 
| 


due to the Bacillus lepre ; undulant fever, due to 
ene of the organisms of the brucella group ; malaria, 
due to sporozoa transmitted by the mosquito ; 
yellow fever, due to a virus transmitted by another 
mosquito ; typhus, due to a virus transmitted by 
the body louse ; sleeping sickness, due to a trypano- 
some transmitted by the tsetse fly; and Rocky 
Mountain spotted fever, due to a rickettsia transmitted 
by a tick. 


Through the nose and mouth.—There are two main 
ways in which infection may enter—i.e., either by 
the inhalation of infected droplets in the breath of 
patients or carriers, or by swallowing infected food 
or drink. Examples of droplet infections are measles, 
whooping-cough, influenza, the common cold, cerebro- 
spinal (spotted) fever, pneumonic plague, scarlet 
fever, infectious sore-throat or tonsillitis, pulmonary 

tuberculosis, diphtheria, 
small-pox, chicken-pox, 
mumps, and German measles. 





diphtheria, scarlet fever, &c. 
This immunity can sometimes 


HOSTS FIRST LINE DEFENCES 


Examples of disease caused 
by micro-organisms contained 








be demonstrated by a skin 
test depending on the sensi- 
tivity to a toxin or poison of 
the particular parasite, acquired 
by the skin as the result of a 
previous infection. 

9. A “carrier state’’ may 
be established in connexion 
with either of the last two 
reactions to which I have 


DEATH OF 
PARASITE 


in food or drink are bone 
and joint tuberculosis, due 


to the bovine tubercle bacillus 
often present in milk, cholera, 


INFLAMMATION typhoid and _ paratyphoid 


fever, undulant fever, due to 
stg, 4 milk infected with the 
PuS LOCAL 


Brucella abortus which causes 


LOCAL EFFECTS 


FORMATION NECROSIS contagious abortion in cattle, 





referred, that is to say, either 
as the result of a definite 


_HOST'S “SECOND. LINE DEFENCES: 





=< «6©6C and infantile diarrhea. I 
ines may call attention in passing 





illness followed by apparent 
recovery without complete 
destruction of the invading 
parasite, or in consequence of 
a silent infection. I shall refer 
later to the importance of this 
carrier state in the spread 
and treatment of infectious 
diseases. It consists essentially 


ANTIBODY 
FORMATION 


DISEASE 





T 
GENERAL EFFECTS 


to the réle played by flies 
in the transmission of some 
diseases in this group, clean 
food often being contamin- 
ated by these insects settling 
upon it after visits elsewhere. 


Changed Views on 


SILENT INFECTION 


CARRIER 
STATE 


in the presence of a parasite aT Infection 
capable of causing disease with- , @ sder i 
oul the actual ccomrence of COMPLETE DEATH OF HOST a we a See 
gudh‘ dimeee RECOVERY (? & DEATH OF PARASITE) What respects the knowledge 
t accumulated in recent years 
Before leaving this question Be has changed our views with 


of the reaction of the host to 
the parasite I would call atten- 
tion to the fact that a disease (and I am here referring 
to an infectious disease) is not to be conceived of as the 
reaction of a host to the invasion of one particular 
parasite, but as a frequently recurring and well-defined 
complex of signs and symptoms which may be pro- 
duced by the attack of one or more of a number of 
quite different micro-organisms, as is the case in 
pneumonia, dysentery, meningitis, enteric fever, &c. 


CHANNELS OF INFECTION 


Infecting parasites may enter the body through a 
number of different portals, but I propose to con- 
sider only the two commonest—viz., the skin and the 
nose and mouth. 

Through the skin.—Invasion may result either in a 
local injury or lesion (with or without constitutional 
disturbance) or in generalised disease without local 
manifestations. Examples of local lesions caused by 
infecting micro-organisms are boils, due to the 
staphylococcus, and malignant pustule, due to the 
Bacillus anthracis. Infections through the skin 
resulting in general disease are syphilis, due to the 
Treponema pallidum; bubonic plague, due to the 
Bacterium pestis transmitted by the flea; leprosy, 


regard to infection and infec- 

tious diseases. There is space 
only to discuss a few aspects of this question so I 
will choose those which seem to be of the greatest 
interest not only to the medical profession but to 
the public in general. 


MODE OF INFECTION IN VARIOUS DISEASES 


The first example is cholera, the disease which 
took such a terrible toll of the population of London 
and other large towns in Chadwick’s day, and the 
prevalence of which was influenced more than that 
of any other, perhaps, by the environmental reforms 
which he initiated. Though Chadwick was wrong in 
attributing the propagation of cholera to atmospheric 
impurities he was right in connecting its prevalence 
with the appallingly filthy conditions under which 
the working classes in our large towns then lived, 
and in insisting upon efficient drainage, street cleans- 
ing, and the provision of a good water-supply as the 
chief means of combating this and many other 
diseases then prevalent. We know now that cholera 
is spread chiefly by water and food contaminated 
with the specific vibrio, rather than by ‘‘ atmospheric 
impurity ” or an “epidemic atmosphere,” but if 


, 


“‘atmospheric impurity’? can be taken to cover 
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infected droplets then he was right about the method 
of spread of many common epidemic diseases other 
than cholera and his demand for better ventilation 
and the abolition of overcrowding for the prevention 
of these diseases. 

Malaria is another disease which used to be attri- 
buted to the peculiar constitution of the air in 
certain places—usually referred to as a ‘‘ miasma,”’ 
as the ‘‘ ague ” (as it was formerly called) was known 
to be prevalent chiefly in damp and marshy places 
where mists were common. The story of the mos- 
quito’s incrimination and the proof that it conveyed 
the causative parasite to man by its bite has often 
been told and is familiar to all, but no one who has 
investigated a great malaria epidemic would pretend 
that all the factors operating in the spread of the 
disease are yet understood. 

In the case of scarlet fever the change in our views 
has been not so much in the direction of rejecting 
one channel of infection in favour of another, as in 
a changed estimation of the importance of the various 
infection mechanisms which may operate, the dis- 
covery of the important réle played by carriers, and 
the recognition of a number of other diseases or con- 
ditions as due to the same micro-organism and there- 
fore capable of being caused by infection from patients 
suffering from other diseases of the same group. 
Not many years ago the infection in scarlet fever was 
believed to be conveyed chiefly by direct contact 
with the patient, his clothes, the books which he 
read, the flakes of skin shed from his body during 
“peeling,” &c. Nowadays, however, though we 
still recognise the dangers of direct contact, we know 
that infected droplets in the breath of a patient— 
not only of a scarlet fever patient but of certain 
persons suffering from ‘onsillitis, sore-throat, rheu- 
matic fever and puerperal fever, or of the carrier of 
a hemolytic streptococcus—are the chief sources of 
danger to others. 

Our views about the spread of diphtheria have 
changed still more in recent years, but I have been 
astonished to find that the old idea of this disease 
being contracted from “bad drains” still persists 
even among educated people. Droplet infection is, 
of course, the chief method of spread in diphtheria, 
and though the causative organism, Corynebacterium 
diphtheria, commonly known as the Klebs-Léffler 
bacillus, can be conveyed by direct contact, this 
mode of transmission is probably less common even 
than in scarlet fever. 


THE ROLE OF CARRIERS 


No discovery, perhaps, since the “ germ theory ” 
was established has shed greater light on the epide- 
miology of infectious diseases than the demonstration 
of the carrier state. The origin and distribution of 
many epidemics of diphtheria, scarlet fever, ton- 
sillitis, cerebro-spinal meningitis, &c., were in fact 
quite inexplicable until it was shown that healthy 
persons often harbour the causative organisms of 
these diseases in their noses and throats, whilst the 
gall-bladders of other persons may harbour the 
typhoid bacillus in the same way, leading to excretion 
of the organism in the stools and so to the contamina- 
tion of food, &c., handled by the infected but healthy 
carrier. A transient carrier state is probably extremely 
common, but the condition may persist for many 
years and be most intractable to treatment. 


DIFFERENT “ DISEASES’ DUE TO THE SAME 
ORGANISM 


I have already remarked upon the fact that a 


disease is a clinical not a bacteriological entity and 


that the same disease, or complex of signs and 
symptoms, may be due to infection by a variety of 
different organisms. The converse may, however, 
also be the case—i.e., a number of different diseases 
may be due to infection by the same micro-organism. 
Perhaps the most striking illustration of this truth 
—or at any rate one of the most important from 
the practical point of view—is afforded by the 
group of diseases and conditions due to infection 
with various hemolytic streptococci. This group 
includes scarlet fever, streptococcal tonsillitis and 
epidemic sore-throat, puerperal fever, and probably 
acute rheumatism commonly known as “ rheumatic. 
fever.” 

The connexion between scarlet fever and puerperal 
fever has been suspected for at least a century and 
has been the subject of hot and sometimes acri- 
monious debate. Although suspicion was aroused 
by the occasional occurrence of cases of puerperal 
fever in the practice of a nurse-midwife who had 
been attending a case of scarlet fever or had been 
accidentally in contact with one, proof of the con- 
nexion was impossible until the causative organism 
in the cases of each disease had been shown by 


‘modern methods of bacterial typing to be identical 


and the origin of many cases of puerperal fever due 
to the hemolytic streptococcus was difficult to 
explain before the existence of the carrier state was 
recognised. 


Puerperal sepsis, which accounted for 1006 deaths 
in this country in 1935, has been and still is one of 
the hardest problems of preventive medicine, but 
recent work by White (1936) and others at Queen 
Charlotte’s Hospital has shown how difficult it is to 
rid a room occupied by a puerperal fever patient of 
the specific organism, and the infection of women, 
recently delivered, by hemolytic streptococci carried 
in the noses and throats of those attending them is 
also well established. It is hoped that the pre- 
cautions indicated by this recent work may lead 
to a great reduction in the future incidence of 
the disease. 

The demonstration that cases of acute rheumatism 
and scarlet fever may result from the presence in a 
comniunity of cases of streptococcal tonsillitis or 
epidemic sore-throat has resulted chiefly from work 
in schools in this country and America and has 
thrown a flood of light upon the epidemiology of 
these diseases. Scarlet fever, which has always 
hitherto been regarded as a highly specific disease, 
is now recognised to be merely one of several ways 
in which the body may react to infection with a 
hemolytic streptococcus. A pin-point, flat red rash 
of a certain distribution is characteristic of scarlet 
fever (though such a rash is not peculiar to this 
disease), but a patient with scarlet fever showing 
this sign may give rise to a case without this rash 
but with every other sign and symptom of the 
infecting case. This discovery is, naturally, of the 
greatest importance for the control of scarlet fever 
and the associated diseases. Okell and Elliott (1936) 
and Garrod (1936) have recently described the 
occurrence of cases of scarlet fever in the ear, nose, 
and throat wards of two large general hospitals in 
London, which could not be traced to infection from 
any definite primary case of scarlet fever but became 
explicable at once when swabs were taken from the 
throats of the patients and the staff of the wards and 
the hemolytic streptococci grown from these swabs 
were typed. In the case of rheumatic fever we are 
not at present quite so sure of our ground, for though 
it seems almost certain that hemolytic streptococci, 
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which may have been acquired from a patient 
suffering from scarlet fever or epidemic sore-throat, 
play a definite part in the production of this disease, 
it seems possible that an ultramicroscopic virus may 
also be concerned. 


CROSS-INFECTION WITH DIFFERENT STRAINS OF 
THE SAME ORGANISM 


Another discovery of the greatest practical impor- 
tance that has been made in recent years, chiefly in 
connexion with the group of hemolytic streptococcal 
diseases, is that there are numbers of clear-cut types 
of some kinds of micro-organisms and the limitation 
of immunity to reinfection to the particular type 
causing the infection. I cannot here discuss the very 
difficult subject of immunity, but it is necessary to 
refer to one or two of the phenomena of immunity 
in order to make clear the phenomena with which 
I am now dealing. Different micro-organisms vary 
very much in the degree of immunity which they 
excite in their host. Some give rise to only a 
temporary immunity to reinfection by the same 
organism which persists only so long as the living 
parasite is present in the host’s body. This is the 
type of immunity found in syphilis, tuberculosis, 
malaria, trypanosomiasis, piroplasmosis, and probably 
undulant fever, and what Edmond Sergent and 
Parrot (1935) have christened “ prémunition.”” Other 
parasites give rise to a more lasting immunity 
which may gradually fade away or may be life- 
long, as in measles, typhus, typhoid, yellow fever, 
small-pox, chicken-pox, hydrophobia, plague, and 
anthrax. 

This acquired immunity (in contradistinction to 
inherited immunity) is highly specific, but again its 
specificity varies. Thus the immunity acquired as 
the result of infection by a particular parasite may 
give protection against all types within the parasitic 
species or only against the particular type which has 
caused the infection. The latter narrow specificity 
is, unfortunately, characteristic of the hemolytic 
streptococci and this fact is of the greatest practical 
significance as it means that a patient suffering from 
a disease or condition due to this organism may 
acquire an added infection due to a different type of 
the same organism from another patient suffering 
from the same disease. It is for this reason that the 
introduction of a patient suffering from middle-ear 
disease into a scarlet fever ward may lead to a spread 
of middle-ear disease throughout the ward, though 
all the patients are infected already with a hemolytic 
streptococcus, but not perhaps with the particular 
type of this organism which had previously set 
up middle-ear disease in the newly arrived patient. 
The same applies to other complications and it is 
clear that such “swopping of streps’’ is a very 
serious danger against which all possible precautions 
should be taken. Such a precaution is the separate 
isolation of individual scarlet fever patients, until 
at any rate the type of their infecting organism 
has been determined in the laboratory or can be 
assumed from the circumstances attending their 
infection (for instance, two members of the same 
family or two children definitely infected one by 
the other or both from a common source). In the 
fever hospital this isolation can be effected either by 
barrier nursing (that is to say, by treating individual 
patients in a many-bedded ward as if they were 
in separate wards and suffering from different diseases) 
or by accommodating the patients each in a separate 
cubicle. These precautions are being increasingly 
adopted in infectious diseases hospitals and have 
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reduced the incidence of complications and con- 
sequently the frequency of permanent damage and 
the length of stay in hospital very considerably 
wherever they have been employed. The view is 
gaining ground that the isolation period in cases of 
scarlet fever free from complications should be 
reduced (except in special cases) from the old six weeks 
to three weeks or less and where this has been tried 
complications have been fewer, for the reasons which 
I have just given, and much expense and waste of 
school time has been saved. 


VARYING PERIODS OF INFECTIVITY 


Our views about the duration of infectivity in 
various diseases have changed greatly in recent years 
as the result of both bacteriological and epidemiological 
investigations. Scarlet fever is an example of this 
change. The significance with regard to infectivity 
of complications involving a discharge from the ear 
or nose in this disease, as also in diphtheria, has 
been recognised for a good many years now but the 
bogy of “ peeling ’’ has been laid much more recently, 
and I am afraid not yet completely. The skin that 
flakes off because of the preceding rash and when 
the patient is recovering from the disease is now 
known to be of very little importance as an infective 
agent, so that it is now considered unnecessary to 
isolate the patient until this process is complete or 
to make him sore by scrubbing or pulling off the 
flakes which are not yet ready to separate. Another 
disease in which the period of infectivity had 
previously been much over-estimated is whooping- 
cough. It is still popularly supposed that a patient 
suffering from this disease is infectious so long as they 
““ whoop,” whereas it has been clearly demonstrated 
that on the contrary by the time the ‘ whoop” 
first appears the patient has already ceased to be 
infectious. Much the same story might be told of 
measles, which is most infectious in the early stages 
before the rash appears, soon after which the child 
probably ceases to be a danger to others. Influenza 
and the common cold are also probably most (or 
perhaps only) infectious in their early stages. 


THE SERIOUSNESS OF CERTAIN DISEASES 


Anyone who can look back to the beginning of 
this century will be aware of great changes in the 
respect with which various infectious diseases have 
been regarded. The most striking instance of this 
is perhaps small-pox, a very serious killing and dis- 
figuring disease in the past that is now regarded by 
many in this country as a trivial ailment, tiresome 
because of the isolation which it involves, but not 
serious enough to make even the slight inconvenience 
of vaccination worth while. I do not propose to 
enter now into the controversy which has raged and 
still rages around the question of compulsory vaccina- 
tion and I would only remark that in spite of the 
undoubted change of type of the disease as seen in 
this country and the very thorough precautions taken 
at our ports to prevent the entry of major small-pox 
from abroad, I cannot forget the terrible cases of 
confluent and hemorrhagic small-pox with which 
I had to deal in Willesden in 1925, or the fact that the 
first traceable case in this epidemic had no definite 
illness and only two small spots, and I confess that 
I view with some alarm the rapidity with which the 
population of England is becoming unprotected by 
the neglect of vaccination. 

Scarlet fever is another instance of a disease 
which has become far milder in the last fifty years, 
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but judging from the history of epidemiology it 
would, I think, be unwise to assume that it will 
always remain so. 

Measles and whooping-cough deserve mention 
here for a different reason. These two diseases 
because they are usually of a trivial nature are 
unfortunately still often regarded as of little danger 
to the infected child and such ignorance is responsible 
in a large degree for the death of about 2000 to 3000 
children from measles and 2000 children from 
whooping-cough every year. These children are 
killed by the pneumonia which often supervenes 
in these diseases and leads to death. This danger 
has been pointed out by many concerned with the 
public health, but it cannot be too widely made 
known as these deaths are mostly preventable if the 
danger is realised and good conditions and nursing 
secured for the child before it is too late. Hospital 
accommodation cannot of course be provided for 
every case of measles or whooping-cough, but in my 
opinion a good many of the isolation hospital beds 
now used for scarlet fever might, by reducing the 
isolation period for the latter disease, by the more 
economical use of beds made possible by the provision 
of more small wards and cubicles, and by isolating 
scarlet fever cases in their own homes wherever 
possible, be made available for those cases of measles 
and whooping-cough in which home conditions, the 
debility of the child, &c., make the danger of 
pneumonia especially great. 


Disinfection and Prevention 


The word “ disinfection ’’ suggests, perhaps, first 
of all the treatment of rooms, furniture, clothing, 
&c., that have been used by a patient suffering from 
an infectious disease so as to remove all danger of 
other people becoming infected. Disinfection to 
be effective, however, may obviously need to be 
directed also to the destruction of disease germs 
on the body or in the nose, throat, gall-bladder, &c., 
of the patient or of a carrier who caused his infection 
or who was infected by him. The best example of 
the persistence of an old practice long after the 
conclusions upon which it was based have been 
shown to be false is again scarlet fever. Consider 
what happens when a case of frank scarlet fever with 
all the classical symptoms occurs in a family. On 
the grounds that this is the first case of the disease 
in this particular household, that the infection has 
therefore been contracted outside, and that if promptly 
removed the infection of the other members of the 
family may be prevented, the patient is removed to 
an isolation hospital. Now we know, as I have 
already remarked, that scarlet fever is only one of the 
many different manifestations of infection by a 
hemolytic streptococcus, so that the patient in 
question may very well have been infected by another 
member of his family who is either suffering from 
tonsillitis, sore-throat, or rheumatic fever, or who 
is merely a carrier. By removing the patient in 
such circumstances whilst leaving the original source 
of infection in the house one clearly does nothing to 
arrest the spread of the disease, which was once 
regarded as the primary object of the isolation of 
infectious diseases, but one which it seldom achieves, 
whilst one may leave behind cases requiring the 
treatment that is more and more coming to be 
regarded as the most useful function of the isolation 
hospital. The logical course would be to examine 
all the members of the household and to isolate any 
who are shown to need treatment and this is not 
infrequently done. Sometimes difficulties arise owing 
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to the natural hesitation of doctors to diagnose a 
typical case as scarlet fever (usually the only way 
to secure their proper isolation) when this diagnosis 
may be rejected (from one aspect quite justifiably) 
by the medical officer of health or the medical 
superintendent of the isolation hospital. I am glad 
to say, however, that some of the more progressive 
medical officers of health in this country, with the 
approval of the Ministry of Health, have found 
ways of overcoming this difficulty, but the old practice 
still persists in places. 

In large centres of population the ad-hoc isolation 
hospital is probably the most practical and econo- 
mical way of dealing with infectious disease as the 
beds in such a hospital can always be used fully or 
almost fully, and the equipment and staff can be 
efficient and sufficient. But in rural areas often the 
only solution found has been to make use of modern 
transport, reduce the number of hospitals, and con- 
centrate the patients in a few good-sized ones. Another 
and very interesting solution is, however, widely 
employed in Denmark, Sweden, and other northern 
countries, and I mention it as a practical demon- 
stration of the value of a realistic attitude in dealing 
In these countries each county 
or other fairly large rural district is provided with a 
general hospital of perhaps 80 to 100 beds, with an 
administrative, surgical, medical, maternity, and— 
mark you—infectious disease block. The infectious 
disease block is usually an integral part of the group 
of blocks, and though of course not connected with 
the other blocks it is only separated from them by 
a short distance—perhaps twenty to thirty yards— 
yet spread of infection to the other parts of the 
hospital never occurs, thanks to a simple but efficient 
routine by which the nursing staff have their midday 
meal in the infections block and change their clothes 
and wash when they come off duty and before mixing 
with the other nurses. Such a plan has the advan- 
tages of providing for infectious patients within 
reasonable distance of their homes, economy in 
administration, and the availability of all the medical, 
surgical, radiological, and laboratory facilities, both 
of staff and apparatus, for diagnosis and treatment. 


CURRENT AND TERMINAL DISINFECTION 


To return to the subject of disinfection, a great 
deal of money, time, and trouble has been wasted 
in the past on applying general methods of disin- 
fection to every kind of case instead of suiting the 
procedure to the particular circumstances. Disin- 
fection to be rational should surely be founded on 
knowledge of the infecting micro-organism concerned. 
For instance, the ultramicroscopic virus which causes 
measles is a delicate organism easily destroyed by 
exposure to light and air, whilst the anthrax bacillus 
is a highly resistant organism. Moreover, the uitra- 
microscopic viruses are peculiar in their resistance 
towards chemical disinfectants, being extremely 
resistant to substances such as carbolic acid whilst 
being readily killed by permanganate of potash. 

In the past reliance has been placed chiefly upon 
“terminal” disinfection (the treatment of the 
patient’s room, clothes, &c., after recovery or removal 
to hospital), whilst “‘ current ” disinfection (the treat- 
ment of infective material in the sick-room during 
the patient’s presence there) has been much neglected. 
Current disinfection has however been shown in 
recent years to be all that is required in such diseases 
as measles, whooping-cough, german measles, and 
diphtheria, terminal disinfection in such cases being 
confined to the free use of soap and water and thorough 
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ventilation. A recent survey of the practice in regard 
to disinfection of a large number of countries repre- 
sented at the Office International d’Hygiéne pub- 
lique in Paris (1934) showed that in the United 
States and in certain European countries terminal 
disinfection has been abandoned without any apparent 
increase in the incidence of infectious diseases. It 
is disappointing, however, to note that although this 
changed practice has been adopted in a number of 
large towns in this country we are apparently far 
behind the United States and certain other countries 
in this respect. The effectiveness of current disin- 
fection depends, it is true, upon the thoroughness 
and intelligence with which it is applied, and is 
inapplicable in hygienically backward countries, 
but we should hardly care for our country to be so 
classified. 
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A MUNICIPAL ACCIDENT SERVICE 


CARDIFF’S PIONEER SCHEME 


A Jomnt subcommittee, including representatives 
of Cardiff city council and of the two voluntary hos- 
pitals, viz., Cardiff Royal Infirmary and the Prince 
of Wales Hospital, was set up in January, 1936, to 
consider matters of interest to the bodies concerned. 
Recorded in the minutes of this subcommittee for 
April 20th, 1936, is a request from the representatives 
of the voluntary hospitals that the city council should 
undertake as much as possible of the work for acci- 
dents, and the representatives of the council willingly 
promised to do so. Thus did the voluntary hospitals 
of Cardiff give their blessing to a scheme, unique of 
its kind in this country, whereby the care of accidents 
is undertaken by the municipal authority with the 
coéperation of all the hospitals in the town. 

The scheme as drawn up by the medical officer of 
health, Dr. J. Greenwood Wilson, has now been in 
operation for over a year, and the report on its 
organisation and first year’s working has been sub- 
mitted by him to the Interdepartmental Committee 
on Fractures. The space required for housing the 
accident service was found in City Lodge Hospital, 
a poor-law institution - 
the centre of the town, the 
medical service of which ~~ 
had been largely superseded 
by a new public health 


hospital at Llandough. The Ney y 
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and partly because there was a considerable amount 
of plaster work connected with the orthopedic treat- 
ment that could most conveniently be done by the 
sister in charge of such work in the fracture unit. 
Reference to the plan will show that the block of 
rooms as adapted contains two wards, one male and 
one female, with four beds each. The fracture clinic 
occupies the rooms to the right of the wards, and 
the orthopedic clinic the rooms to the left. A port- 
able X ray apparatus is a feature of the fracture 
unit; the films are taken, developed, and _inter- 
preted in the unit. Where necessary the help of the 
visiting radiologist and the use of the main hospital 
X ray plant are available. 

City Lodge acts as a casualty clearing station, 
with Llandough Hospital as the base hospital. Acci- 
dent cases of all kinds are brought straight to City 
Lodge, where they are classified as (1) head injuries, 
(2) laceration of the soft parts, (3) fractures. First- 
aid treatment is given, X ray examinations carried 
out, and fractures reduced and splinted. As far as 
possible cases are sent home in their splints and 
appointments made for them to attend for out- 
patient treatment. All cases definitely needing 
hospital treatment are transferred, either imme- 
diately or after a stay of twenty-four to forty-eight 
hours, to Llandough Hospital. The eight beds in 
the unit are available for cases of head injury or 
shock not fit for immediate transfer, and also for 
patients recovering from anesthetics, or with plasters 
which require time for drying. No open operations 
on fractures are done at the clinic. A minimum of 
10 beds are reserved at Llandough Hospital for the 
visiting surgeon, and to these he can admit fracture 
cases requiring major operations. 

The personnel of the accident service is a team 
consisting of the visiting (orthopedic) surgeon, 
Mr. A. O. Parker, a resident assistant surgeon, who 
is a member of the resident staff of City Lodge 
Hospital and has been engaged on account of his 
special knowledge of fractures, and a sister in charge 
of the plaster work. The two last-named accompany 
the visiting surgeon when he goes to Llandough 
Hospital to operate on fracture cases. They also 
independently visit Llandough to supervise the 
treatment of patients transferred there, to adjust 
extensions and follow up results, and so forth. The 
clerical work is done by a clerk-typist, who keeps 
records of the cases, entering particulars on the 
record cards and typing the clinical notes from 
dictation. She also types correspondence with 
general practitioners, files and indexes records and 
X ray films, and interchanges notes between the 
unit and Llandough Hospital. Ar almoner recovers 
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a proportion of the outlay from insurance companies 
under the Road Traffic Act and from other sources. 
From March, 1936, when she was appointed, to the 
end of July, 1936, a sum of £789 was recovered. 
The total cost from September, 1935, to July, 1936, 
was £2492. It is anticipated that with increasing 
experience more and more of the cost will be recovered. 
There is a scale of charges of which some of the items 
are: initial attendance (for private patients), five 
shillings ; massage, per visit, eightpence to one 
shilling; plasters, three shillings to six shillings ; 
dressings, sixpence; residential treatment per day, 
4s. 3d. at City Lodge, 11s. 7d. at Llandough Hospital. 

Dr. Wilson regards the Cardiff fracture service 
as an example of what can be done with existing 
resources without embarking on new and costly 
schemes of building and equipment. The adaptation 
of the whole block at City Lodge Hospital cost £290, 
of the fracture clinic itself, £161. The clinic was 
equipped with all essential apparatus, including a 
Hawley table, a portable X ray plant, filing cabinets, 
and radiant heat baths, for the sum of £370 10s. 
The number of new cases treated at present is well 
over 100 a month. Since its opening in September, 
1935, 673 cases have been treated (with 2917 attend- 
ances), 508 as out-patients, the remainder being 
admitted to beds either at City Lodge or Llandough. 
The statistics submitted show a wide range in the 
type of fracture treated, and the results are encourag- 
ing. Patients with Colles’s fracture, for example, 
have returned to work at once, and the wrist has 
been normal, requiring neither splinting or treat- 
ment, in six weeks, Pott’s fractures have been 
restored to normal in 12-14 weeks. 

The routine work of the unit is done by the resident 
assistant surgeon. He sees daily all fractures that 
require it; twice a week he has under review all 
cases attending the clinic. The visiting surgeon 
attends twice weekly and has referred to him all 
complications of special difficulty. He is on call 
for emergency cases in which his advice is needed, 
and, of course, takes charge of cases admitted to 
Llandough. 

The service is worthy of special note because it 
would appear to be the first attempt on the part of 
a municipal authority in this country to take respon- 
sibility for dealing with all the accidents in the area, 
and because of the codperation which has been 
achieved between all the hospital services of the 
city. The low cost of equipment and the possibility 
of recovery of a substantial proportion of the running 
expenses may well encourage other local authorities 
to follow suit. 





MEDICINE AND THE LAW 


The Registered Pharmacist’s Monopoly 


Aw Ilford firm of druggists was fined last week for 
unlawfully using the description ‘‘ pharmacists ”’ 
when not registered under the Pharmacy and Poisons 
Act of 1923. The solicitor to the Pharmaceutical 
Society (the body entrusted by Parliament with the 
registration) prosecuted under Section 3 of the Act. 
The defendant company, he said, had sold cough and 
neuralgia mixtures in bottles labelled ‘‘ Hankinsons 
Cash Pharmacists.”” This was likely to mislead the 
public into believing that the retailers were qualified 
chemists. In 1929 the firm had been fined for apply- 
ing a false description to goods and in 1930 for unlaw- 
fully selling poisons. The defendants said they 
thought they had a period of grace wherein to dis- 


continue the use of the description and to change 
the labels. The bench pointed out that the firm had 
plenty of time in which to become acquainted with 
the Act of 1933, Section 3 of which was brought 
into force on May Ist last. A fine of £10 was imposed 
on each of two summonses. 

Sections 1 and 2 of the 1933 Act, dealing with 
membership of the Pharmaceutical Society and the 
issue of certificates of registration, took effect at the 
end of 1933. The conversion of membership from 
an optional to a compulsory basis has naturally led 
to a large increase of members. While the Act in 
effect makes the society generally responsible for the 
training, registration, and supervision of pharmacists, 
Section 3 forbids unregistered persons to use 
the title of “chemist and druggist,” “ druggist,” 
or “ pharmacist,” or, in connexion with the sale of 
goods by retail, the title of “chemist.” It also 
forbids the use of any title, emblem, or description 
reasonably calculated to suggest the possession of 
qualifications which are not in fact possessed. One 
test case has already established that the use of a 
sign bearing the words ‘Chemists’ Sundries ” 
infringes the Act. This statutory restriction of the 


Tight to a professional description has special 


significance for the public because the sale of poisons 
is, by other parts of the 1933 Act, substantially 
restricted to registered pharmacists carrying on 
business in registered premises under the personal 
control of a qualified chemist. Parliament was not 
thinking so much of strengthening a professional 
monopoly as of protecting the community from serious 
risks which are inevitable if poisons are too easily 
obtained or if the retailer is ignorant of the properties 
of the goods he sells and subject to no supervision. 





BUDAPEST 


(FROM OUR OWN CORRESPONDENT) 





THE E6TVOS LORANT RADIUM INSTITUTE 


A NEw institute for X ray and radium therapy 
named after the Hungarian physicist, Baron Lorant 
Eétvés, which was recently opened, is said to be the 
largest in Central Europe. There is accommodation 
for 100 in-patients, and the equipment and apparatus 
are designed on the most modern lines. The radium 
department has bought 4742 mg. radium from a Brussels 
firm at 35 dollars per mg. The X ray therapeutic 
apparatus is on the Chaoul system, and plans are 
now being made for the construction of two further 
units, each of 400,000 volts. The director of the 
institute is Dr. William Manninger, professor of 
surgery in the University of Budapest. 





CALORIC NYSTAGMUS 


Who discovered that the nystagmus caused by a 
hot ‘aural douche is due to the heat and not the 
pressure of the fluid? The discovery is commonly 
attributed to Bardny, professor in the University of 
Upsala and a winner of the Nobel prize, who was of 
Hungarian descent. Dr. K. Martin Sugar however 
takes up the cudgels on behalf of the late Prof. 
Andreas Hégyes, and claims priority for him. He 
maintains that though Hégyes in his experiments 
may not have applied heat and cold directly, he 
provoked nystagmus with various irritant and des- 
tructive agents, and alluded to the effect of tempera- 
‘ture, showing that ice merely applied to the mastoid 
groove produced bilateral nystagmus. Even those 
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who oppose Hégyes’s claim acknowledge that Baginsky 
had stated in 1881 that excessive temperature was 
responsible, as well as the pressure in the tympanic 
cavity. But it has been pointed out that Hégyes 
then entered into a debate with Baginsky and denied 
the action of increased pressure, saying that the sole 
factor was the irritation of the labyrinth by heat. 


THE ANTAGONISM OF THYROXINE AND VITAMIN C 


J. Mosonyi, who has been giving thyroid hormone 
to guinea-pigs, has found that the vitamin-C content 
of their adrenals and liver is considerably decreased 
because these organs at once secrete a greater amount 
into the blood. This may be concluded from the fact 
that after the administration of thyroxine more 
ascorbic acid than normal is excreted in the urine. 
We can assume, says Mosonyi, that it is the thyroid 
that physiologically regulates the appearance of 
vitamin C in the blood stream. But after removing 
the thyroid the excretion of vitamin C in the urine 
does not decrease, which shows that there are 
other factors besides thyroxine which act in the 
mobilisation of the vitamin C. According to 
Mosonyi’s test the testicular hormone proved to 
be most effective. 








ROYAL NAVAL MEDICAL SERVICE 


Tue following promotions have been made :— 

Surg. Comdr, (D) to Acting Surg. Capt. (D): A. Lawrey, 
O.B.E. 

Surg. Lt.-Comdr. (D) to Surg. Comdr. (D): H. J. Luck, 
T. Hunt, and C. J. Finnigan. 

Surg. Lt.-Comdr. R. L. G. Proctor to be Surg. Comdr. 

Surg. Comdr. (D) F. R. P. Williams to Pembroke for 
R.M. Infirmary, Deal. 

Surg. Lt.-Comdrs. (D) R. W. Stevens to Excellent and 
J. M. Park to Suffolk. 

Surg. Lt. 8. R. G. Pimm retires at own request. 

Surg. Lts. P. G. Burgess to Abingdon ; G. A. Lawson 
to Drake for R.N. Hospital, Plymouth ; and M. G. Peever 
to Endeavour (on commg.). 

. Surg. Lt. (D) D. N. Williams to Malaya. ; 

H. W. Gibbs entered as Surg. Lt. (D) for short service 
and appointed to Victory for R.N. Hospital, Haslar. 


ROYAL NAVAL VOLUNTEER RESERVE 
Surg. Capt. L. 8. Ashcroft, V.D., has been appointed 
an Honorary Physician to the King from Jan. Ist, 1937, 
in succession to Surg. Capt. J. B. Ronaldson, V.D., who 
then vacates his appointment. 
Surg. Lt.-Comdr. W. J. Payne to be Surg. Comdr. 
Surg. Lt.-Comdr. (D) L. A. T. McLean to Victory for 


R.N.B. 
ROYAL ARMY MEDICAL CORPS 


Lt.-Col. and Bt.-Col. (temp. Col.) R. C. Priest, K.H.P., 
and Maj. (temp. Col.) A. G. Harsant, O.B.E., relinquish 
the temp. rank of Col. on ceasing to be empld. as Consulting 
Physician and Surgeon respectively to the Military Forces 
in Palestine and Egypt. 

Lt.-Col. C. M. Finny, O.B.E., to be Bt.-Col. 

Maj. S. Smith to be Bt. Lt.-Col, 

Lt.-Col. (temp. Col.) 8. W. Kyle relinquishes the temp. 
rank of Col. on ceasing to be empld. as A.D.M.S., 5th Div. 

The undermentioned Lts. (on prob.) are confirmed 
in their rank :— 

J. F. Wilson and A. B. Dempsey. 

The results are announced of the examination (in 
written subjects) of officers with a view to promotion. 
The successful candidates were: Maj. W. R. D. Hamilton 
and Capts. F. McL. Richardson, W. R. C. Spicer, H. A. 
Ferguson, P, J. L. Capon, J. E. Snow, and A. N, T. 
Meneces. 

ARMY DENTAL CORPS 

Maj. A. T. Madin is placed on the h.p, list on account 

of ill health, 


__THE SERVICES _ 


EXPERIMENTAL IMMUNITY IN SYPHILIS 


Dr. J. Vasarhelyi has treated 16 syphilitic rabbits 
with large doses of neoarsphenamine—3 doses of 
0-10 g. per kg. of body-weight, 110, 247, and 333- 
409 days after the infection—and reinfected them 
after 85-90 days. No clinical symptoms appeared 
in any animal. After further inoculations spiro- 
chetes could be found after 75-127 days only in 
4 of the animals, the remainder being entirely free 
from both symptoms and organisms. On these 
grounds V4sdrhelyi feels justified in stating that the 
drug produces immunity. 


SUICIDE STATISTICS IN BUDAPEST 

The Ambulance Society has just published the 
1935 suicide figures in the capital. There were 
2252 cases—924 men and 1328 women. The com- 
monest agents (1218 cases) were the poisons, chiefly 
the narcotics veronal and morphine, caustic soda, 
and vitriol. Stabbing was responsible for 229 deaths 
and gas for 205. There were 167 suicides in the 
Danube, most being women ; 148 hanged themselves, 
99 jumped from higher floors of buildings, while 
firearms were used by 93. There were 33 who threw 
themselves before trams, buses, and trains. 


Short Service Commissions: The undermentioned 
Lts. (on prob.) are confirmed in their rank: J. A. 
O’Gorman, R. Walker, D. V. Taylor, D. 8. Wilson, and 
T. A. Smitham. 

TERRITORIAL ARMY 

Capt. E. Shipman, from Univ. of Lond. Contgt. (Med. 
Unit), Sen. Div., O.T.C., to be Capt. 

W. N. P. Wakeley (late Offr. Cadet R.S.M., Univ. of 
Lond. Contgt., Sen. Div., O.T.C.) to be Lt. 

J. M. Metheson (late Offr. Cadet Serjt., Edinburgh 
Univ. Contgt. (Med. Unit), Sen. Div., O.T.C.) to be Lt. 

The undermentioned promotions are made :— 

To be Bt. Lt.-Cols.: Majs. L. McI. Weeks, M.C., T.D., 
J. Marshall, M.C., and A. Topping, T.D. 

{Lt. T. Gibson, from T.A. Res. of Off. (23rd Lond. R.), 
to be Lt. 

ROYAL AIR FORCE 


Group Capt. B. A. Playne, D.8S.0.,; to be Air Commodore. 

Wing Comdrs. R. J. Aherne, M.C., and T. 
Montgomery to be Group Capts. 

Squadron Leaders J. G. Russell, J. B. Gregor, R. H. 
Stanbridge, R. W. White, G. P. O’Connell, and A. Dickson 
to be Wing Comdrs. :— 

Flight Lt. A. H. Osmond to R.A.F. Station, Leconfield. 

Flying Offrs. G. P. Jones to R.A.F. Station, Dishforth ; 
D. F. 8. Shaw to No. 2 Flying Training School, Digby ; 
G. B. Macgibbon to No. 3 Flying Training School, 
Grantham; E. J. Moynahan to No. 6 Flying Training 
School, Netheravon ; J. R. Cellars to No. 8 Flying Train- 
ing School, Montrose ; J. D. Cran to No. 9 Flying Training 
School, Thornaby ; and J. H. Preston to No. 11 Flying 
Training School, Wittering. 

Flying Offrs. L. M. Crooks, C. F. R. Briggs, and W. J. 
Fowler to be Flight Lts. 

Dental Branch.—F lying Offrs. R. M. Brown and W. E. 
Nelson to be Flight Lts. 


INDIAN MEDICAL SERVICE 


Maj. A. H. Craig to be Bt. Lt.-Col. 
Maj. R. Sen to be Lt.-Col. 





GLasGow HospiTrats.—The sum of £15,694, the 
residue of the estate of Mr. A. M. Hunter, has been 
equally divided among the Royal, Western, and Victoria 
Infirmaries and the Sick Children’s Hospital, while the 
residue of Mrs. Hunter’s estate, £14,826 has been divided 
among the three infirmaries. 
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GRAINS AND SCRUPLES 


Under this heading appear week by week the unfettered thoughts of doctors in 
Each contributor is responsible for the section for a month ; 


various occupations. 


his name can be seen later in the half-yearly index. 


FROM A PUBLIC HEALTH CLINICIAN 
II 


Witn Physical Education on the hoardings and 
Physical Fitness on the air it behoves us doctors to 
reflect thereupon, and maybe to comment thereanent. 
Athletics and other exercises may help to create 
sound bodies and to prolong life, but to be a successful 
athlete implies the possession of a sound body, and 
its possessor is likely to live long if no accident 
waylays him: a motor calamity for instance, cancer, 
or a serious infection. It is arguable that such a 
one might have lived still longer had his arteries not 
been strained by exertion, but no figures are available, 
as far as my knowledge goes, to promote this argument 
from a conversational to a scientific plane. 

The importance of athletics and ball games is not 
confined to muscular growth, such pursuits also 
train the eye, quicken the reactions, and by improved 
coordination make skilled movements more possible. 
The question has other aspects also, for the coépera- 
tion and spirit of ball games has a social value, 
discipline is promoted, self control developed, and a 
knowledge of human nature obtained. The fortunate 
20 per cent. amongst us who are good at games, 
especially perhaps the fiercest of them, Rugby football, 
will probably grow wise and experienced at a younger 
age than the remaining 80 per cent. The wisdom 
so gained will prove invaluable later in public work, 
be it in council, committee, or as a member of a local 
authority. We see statues to various notable and 
great men in Trafalgar-square and Westminster 
Abbey ; statues elsewhere to the Black Prince 
or Queen Boadicea, but never to the world’s 
greatest benefactor the inventor of the ball. 
Perhaps there was no one inventor, but even 
then, as an abstract conception, he still deserves 
commemoration. 

But the creation.of general physical fitness is not 
so simple as might be inferred from much that has 
been written ; it is not enough, alas, to talk about it 
or to prescribe exercise or diet. Any exercise 
allowance must vary widely both individually and 
with regard to age. Consider for a moment the 
factors conducive to longevity. In order of merit 
I would put: constitution, luck, avoidance of accidents 
in the broadest sense, and no excesses; yet the 
aleoholic who escapes damage to vital organs may 
survive to a ripe old age; an explanation of which 
may perhaps be found in the amount of water 
swallowed with the alcohol. 

Conversing with a much respected, elderly, but 
by no means senile colleague, he disclosed the rules 
of life which had been responsible, in his case, for 
a healthy and happy old age. The first was “ take 
no exercise,” the second ‘“‘ keep warm.” A little 
reflection will suggest that there may be something 
in it. Nevertheless there are advantages in keeping 
before the public the aim of physical fitness. 


* * * 


Some of us sometimes wonder if it is always proper 
to advise patients so to order their lives that they 
may live long regardless of any entailed curtailment 
of their beneficient activities. It is obviously 
advantageous to insurance companies that everyone 


should live as long as possible, but the benefit to the 
community is less obvious ; it is much more obvious 
that everyone should persist as long as possible in 
activities which indirectly or directly assist the rest 
of us even though by so doing the individual may 
shorten his life. This does not refer to euthanasia 
for the relief of suffering from incurable disease 
(that is another story), but to advice that may be 
given to a business man, or professor, that perhaps 
his blood pressure is rising, and that he should reduce 
his work by half. Even so life may not, as it 
happens, be prolonged but according to the present 
tenets of our profession it ought to be. Many main- 
tain, rightly I think, that it is deeds and achievements 
that count and not longevity. Those with high 
blood pressure are often among the very ones who 
achieve things. 

A colleague leading an active life confided to me 


. that his blood pressure was very high—should he 


retire? He could ill afford it. ‘Take no notice of 
it,’ I suggested, “‘and see what happens.” That 
was 14 years ago, and he is still in active work. 
This experience led me to give similar advice more 
boldly to another colleague similarly handicapped, 
and with similar results. Incidentally I suspect that 
some such blood-pressure readings, as well as certain 
others followed by a rapid cure under treatment, are 
single readings taken when the patient was highly 
strung or mentally disturbed for some reason, and a 
reading repeated the following morning might have 
given a very different figure. But it is true we all 
encounter cases where a high blood pressure has 
disastrous consequences. 


Psychology and dream interpretations are no longer 
such popular dinner time topics as they were 10 to 
15 years ago. My own knowledge of the subject is 
limited. Some years ago feeling anxious to learn 
something of the progress in those directions I selected 
as the subject of a promised lecture “‘ dreams and 
their interpretation,’ and it therefore became 
necessary to read books by Freud, Jung, and Adler. 
A smattering of information was thus obtained, and 
I developed views, perhaps ill-founded views, on 
the latest work. It seemed that the authors cited 
had ploughed new ground and stimulated much useful 
thought, but some of the things written appeared 
perilously near to nonsense. For instance, the 
suggestion that the not uncommon dream when the 
dreamer is attempting to crawl through a confined 
space is a prenatal recollection of his fetal feelings 
experienced during the act of birth. Perhaps the 
time has now come to leave our guides behind 
and think again. In Russia, I am _ informed, 
Freud and his school are ignored, and thought and 
psychological research are proceeding along more 
novel lines, 

It may not be a retrograde step to seek dream 
explanations more frequently from physical sources. 
Surely the dreams to investigate are preferably the 
common dreams which are likely to have an equally 
common origin. Dreams of flying and trying to 
escape when the feet cleave to the ground may be 
quoted and may well have a physical basis. Once 
we solve these simple dreams we may secure factors 
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which will enable us to split up and analyse more 
complex pictures. Such common dreams as anxiety 
about passing an examination, which in reality we 
passed 30 to 40 years ago, or of forgetting an appoint- 
ment, or of leaving things behind, may likewise have 
a simple, though in their case a psychical, basis. 

The flying dreams seem to me to have their cause 
in a partial awareness of respiration. The flight is 
usually up and down, and not in the same horizontal 
plane. Again, it is difficult sometimes to move a 
limb when just beginning to be aroused from sleep, 
and that might be the basis of the dream with cloying 
feet. A friend tells me that whenever he goes to 
sleep with a feeling of nausea he is likely to dream of 
being on a ship at sea or to see waves passing 
rhythmically before his eyes. For this the explana- 
tion seems simple, though not romantic. 

But enough of these reflections, or the writer will 
be out of his rather shallow depth. 


* *x * 


A South African experience compelled me to share 
a room with a bricklayer, and a more perfect bedroom 
companion I have never met. There was no egotistic 
scramble for the minor comforts of life, but the self 
sacrifice and courtesy of a Spanish Grandee, which 
soon became mutual. Pondering why this man, 
whose education had been elementary, was such a 
pleasant companion, while others we encounter, 
who may have been to Eton and Cambridge, are not 
always so pleasant, the answer seemed to be that 





this one had been trained in the bes ashen! of all— 
adversity—an advantage not shared by everyone. 
Shakespeare and others have told us of the uses of 
adversity, and most doctors could tell how they have 
seen characters tempered and improved by adversity 
and suffering.. Not all natures will react favourably 
to difficulties but fortunately the great majority do 
so react. 
* * * 

The value of quotation in speech and writing has 
much diminished. The Victorians enriched their 
heavy orations with long Latin or Greek quotations 
which would bore hearers to-day, and indeed did 
little more, even then, than advertise the classical 
erudition of the speaker. To-day many speakers 
still interpolate poetry or prose quotations, suggesting 
again the erudition of the speaker, but often without 
clarifying the subject under consideration. In the 
past I have made another use of quotation; if a 
trite aphorism or bright idea came to my mind 
I would produce it as a quotation from some distant 
author. It seemed that an audience paid more 
attention to my ideas if attributed to Dante or 
Milton, of whose pages I am, in fact, profoundly 
ignorant. To-day, with the passage of years, I 
rarely use quotations, but endeavour to express 
myself clearly and give no one else credit for my 
ideas. If such a step belittles my learning it were 
just as well belittled. Such ideas have no doubt 
occurred to others in the distant past, but there is 
no harm in restating them to-day. 





CORRESPONDENCE 





HZ MORRHAGE IN GASTRIC AND DUODENAL 
ULCER 


To the Editor of Tue Lancer 


Sir,—In your last issue Hurst and Ryle state that 
the danger of hemorrhage from peptic ulcers has been 
grossly exaggerated in papers recently appearing 
in British journals. I cannot help feeling that this 
statement calls for examination. Hurst, from figures 
collected by Babey,! says that the mortality-rate 
for cases of peptic ulcer admitted under his care 
to Guy’s Hospital on account of recent hzemorrhage, 
and in which death was directly attributable to 
hemorrhage, is 4-8 per cent. Compared with this 
Babey sets out a table “showing mortality rates 
of hemorrhage from ulcer given by various authors ” 
some of which are over 20 per cent. This table is 
misleading because no mention is made of the different 
criteria adopted by the various authors when compil- 
ing their statistics. For example, Conybeare *? arguing 
from the number of post-mortems of all cases admitted 
to Guy’s Hospital for hzematemesis or melena from 
1911 to 1920 (inclusive) showed a mortality of about 
4-3 per cent. Burger and Hartfall* found the 
mortality from severe hematemesis at the same 
hospital from 1921 to 1930 (inclusive) to be 22-6 per 
cent. The last figure includes deaths from complica- 
tions and there seems no useful reason why they 
should be omitted whether from cardiac failure or 
even following surgical intervention. It seems quite 
clear therefore from a study of the available statistics 
that, omitting cases of melena, the death-rate in 
hospitals from severe hematemesis has not been 





86, Boney, A. M., and Hurst, A. F. (1936) Guy’s Hosp. Rep. 
+ Conybeare e, J. J., Quoted by Hurst, A. F. (1923-24) Proc. 
R. Soc. Med. 17, 20 ; (1924) Lancet, 1, 1095 
* Burger, G., and Hartfall, J (1934) Guy’s Hosp. Rep. 84, 167. 


exaggerated and is still disturbingly high. 


Another 


evident fact not stressed by Hurst and Ryle is that 
repeated hemorrhage is the most serious prognostic 


sign. A single bleeding, however severe, is rarely 
fatal. The mortality in Hurst’s cases at Guy’s whic h 
had further gross bleeding in the wards was 27 per 
cent. 

With regard to blood transfusion, another important 
point dealt with by these authors, we found when 
examining a series of cases (Cullinan and Price *) 
and by subsequent experience that when it is 
considered necessary to transfuse because of severe 
anemia it is wise to wait until several hours after 
the gross bleeding has ceased. Not only does trans- 
fusion of itself fail to arrest hemorrhage but it may 
even cause further bleeding if performed immediately. 
To this rule there is one exception: in cases with 
severe anemia when gradual bleeding has been 
going on for several days transfusion may be a life- 
saving measure. We also thought that the giving 
of enemata before the sixth day after a severe 
hematemesis carried a risk of further bleeding. 

I do not wish to imply in any way that because 
the mortality in hospitals from severe haematemesis 
is high that this is any reason for more frequent 
surgical intervention. For the reasons Hurst and 
Ryle so clearly state immediate operation is very 
seldom desirable. Their plea for the avoidance, 
whenever possible, of disturbing therapeusis and for 
treatment with quiet and rest in the widest sense is 
unassailable. Courage lies not in action but in 
confident inaction. 


I am, Sir, yours faithfully, 


EDWARD R. CULLINAN. 
Park-square West, London, Jan. 4th. 


*Cullinan, E. R., 


and Price, R. K. (1932) St. Bart’s Hosp. 
Rep. 65, 185. 
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IN MEMORY OF JOHN BLAND-SUTTON 
To the Editor of THe LANCET 


Simr,—Perhaps a few lines may still be spared to 
one who was an old assistant surgeon of Sir John 
Bland-Sutton at Middlesex Hospital, and who chances 
to be in surgical charge of the ward in the hospital 
which bears the name of the distinguished surgeon 
whose death we deplore. 

From former colleagues and from other distinguished 
surgeons who had come under his spell appreciative 
notices ‘have already appeared in your columns, 
penned in words far more eloquent than mine; but 
none I think has done quite full justice to the really 
extraordinary dexterity, the craftsmanship, and the 
operative celerity of the man, more especially in the 
surgery of the female pelvis, the branch of surgery 
which, as has already been pointed out by others, he did 
much to found and which he advanced and adorned. 

For many years I rarely missed his Saturday 
operating afternoon at “ Middlesex”; he came at 
2 o’clock and left precisely at 4 o’clock, having 
completed his regular quota of four “ cceliotomies ” 
for conditions as varied as a pathological spleen, 
a hydatid cyst, a cervical fibroid, or a cancerous 
colon. He would have been the first to insist how 


‘much the afternoon’s work had been expedited by 


the coéperation of his anzsthetists, formerly the late 
H. Percy Noble and in the last fifteen years of his 
time at ‘‘ Middlesex ” by his loyal and devoted friend, 
Raymond Apperly. None of his old house surgeons, 
dressers, or the spectators will ever forget his resource, 
his tricks of technique by which he facilitated the 
delivery and removal of formidable pelvic tumours, 
his sang-froid and self-reliance in unexpected crises, 
his urbanity and his unfailing courtesy whatever 
the emergency that might well have alarmed. 

If celerity at times led to error, none could have been 
more rapid to detect mistake or more speedy to make 
a quick decision and to rectify. It required courage 
to open a bleeding extra-uterine pregnancy without 
anzsthesia in a bed in a private house, to withdraw 
the gravid tube and to clamp it, while preparations 
were then made to deal more deliberately with the 
condition, and his success in removing the spleen 
in severe cases of pernicious anemia long before the 
days of blood transfusion and of our present knowledge 
of medical therapy for this disease made his colleague, 
Dr. Essex Wynter, regard surgery as the appropriate 
treatment for this malady. 

Although his warmest admirers cannot be blind 
to his technical imperfections in the surgery of the 
upper abdomen, when judged by modern standards, 
it must nevertheless be remembered that he was the 
second British surgeon to perform a successful 
choledochotomy, and nearly a quarter of a century 
ago he was practising gastro-duodenal resection for 
non-obstructive duodenal ulcer. 

Neither the “ cranial box ” nor the “ thoracic cage ”’ 
attracted him, although he did develop an interest 
in the surgery of the heart ; his interests were centred 
in the ‘‘ abdominal valise,”’ and he was at his very best 
in its lower region. 

His pronunciation of some words was curious, and 
the mention of this foible may still bring a smile to 
the lips of many, but if his rendering of the term 
“capsule” had no etymological support, his pro- 
nunciation of the word ‘“ ureter’? was backed by a 
Greek origin of which he was doubtless far more 
aware than those who were disposed to laugh 
pityingly at his supposed ignorance. 

His genius for friendship and for hospitality have 
been already referred to, but his kindliness and 
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generosity to the very junior may perhaps not be 
so well known, for in many instances his right hand 
knew not what his left hand was doing. 
I am, Sir, yours faithfully, 
Harley-street, W., Jan. 4th. GORDON GORDON-TAYLOR. 


‘AMALGAMATION OF HOSPITALS 
To the Editor of Toe Lancer 


Sir,—On p. 1550 of your issue of Dec. 26th you say 
that it is proposed to “ coérdinate the work of ”’ the 
Bristol hospitals (the local word is ‘ amalgamate ”’) 
so that each shall specialise in the type of case with 
which it principally deals—i.e., surgery at the Royal 
Infirmary and medicine at the General Hospital. 
Another scheme proposes to collect all the ‘‘ don’t 
wants ” (gynecology, nose and throat, skins, &c.) at 
what is now the General Hospital; but no details 
have been settled, and they are in any case imma- 
terial. Contrary to the implication in your note, 
each of these two institutions has for many years 
been a large teaching general hospital, completely 
equipped to treat every type of case—a state of 
affairs that it is proposed to end! Were they adjacent, 
such a rearrangement of work might amount to no 


‘more than establishing a single unit in place of two. 


But the Royal Infirmary lies outside the ancient 
city of Bristol, across the Froom river to the north- 
west ; the General Hospital lies just outside the 
ancient transpontine quarter of Redcliffe, south-east 
of the old city. Between them lie a mile and a half 
of the narrowest and most. crowded streets in the 
city, with the bottle-neck of Bristol Bridge (with 
the adjacent wharves) in the middle. Although ‘bus 
and tram routes cross the city in most directions, no 
one has yet been daft enough to propose a route 
between these points. It is from convenience rather 
than tradition that those living north of the Avon 
(even well outside the city) generally attend the 
infirmary, those living south the hospital. There 
is, in fact, no greater reason to “ amalgamate ” the 
two than to treat in the same manner, say, St. 
Thomas’s and the Westminster. If it is desired to 
concentrate the really rare cases (so that, for example, 
one surgeon shall deal with all thoracic surgery, 
another with all cerebral tumours) nothing more is 
needed than general agreement among the surgeons 
concerned—without which no “amalgamation ’’ will 
bring concord. There are many advantages in having 
more than one hospital; among others, the occa- 
sional disgruntled patient has at least the option 
now of trying his luck at another institution. It is 
impossible to see what professional or economic 
advantages the scheme offers to public, profession, 
or science.—I am, Sir, yours faithfully, 
Dec. 28th, 1936. BRISTOLIAN. 


ON WRITING FOR ‘** THE LANCET” 
To the Editor of Tue LANCET 


Sir,—I have been much interested in your supple- 
ment of this week. (It might be counted as tautology 
to quote the title.) If a humble reader, and occa- 
sional writer (this's comes under the paragraph 
“Modesty ”), may be allowed to criticise, I think 
it is excellent in idea, but perhaps unduly severe 
on the use of certain words. In my “opinion ” 
theory is a most excellent word and difficult to 
replace. However, that is only my “idea.”’ A more 
serious criticism is your suggestion of the use of the 
word “ disease”’ instead of “ pathology,” which is 
by no means a synonym. The word pathology means 
the science of the causation of any given disease as 
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illustrated by all the facts of morbid anatomy, treat- 
ment, &c. 

Your list of abbreviations for the titles of papers I 
am sure will be very useful, and I shall keep it care- 
fully by me, but what has the Archives of Neurology 
and Psychiatry (Chicago) done to be excluded? Is 
its mere youth (18 years) the only reason ? 

I am, Sir, yours faithfully, 
Wimpole-street, W., Jan. 1st. WitrreD Harris. 
*,* We agree with Dr. Harris that the words are 

excellent in their place ; but some of them are cer- 


SIR GRAFTON ELLIOT SMITH, M.D. Sydney, 
F.R.C.P. Lond., F.R.S. 


WE regret to record the death of the distinguished 
anthropologist, Sir Grafton Elliot Smith, which 
occurred on Jan. Ist at Broadstairs. For a long 
period he had been in delicate health. 

Grafton Elliot Smith was born at Grafton, New 
South Wales, in 1871, son of the head master of a 
large State school in Sydney. He was educated 
there and at the University of Sydney, which he 
entered at the age of 17 as a student of medicine. 
As a schoolboy his high qualities were recognised, 
and he came at once under the notice of Prof. J. T. 
Wilson, then professor of anatomy at Sydney, who 
chose him as a 
prosector in the 
anatomy classes 
where he displayed 
his proficiency in 
the technique of 
dissection. He won 
the John Harris 
scholarship and 
graduated as M.D. 
with honours in 
1895. The Univer- 
sity of Sydney at 
that period was 
fortunate in the 
personnel of its 
staff, and contact 
with such teachers 
as Almroth Wright 
and C. J. Martin 
accounted for 





much in Elliot 

SIR GRAFTON ELLIOT SMITH oor hoor it 
Photograph by Eliot & Fry Scientific _ develop- 

, ™” ment. Aided by a 

travelling scholarship he came to England in 


1896, and through the influence of Donald MacAlister 
was admitted as a member of St. John’s College, 
-Cambridge. 

He was again fortunate in his association with 
co-workers, for at Cambridge Hugh Anderson, J. N. 
Langley, and Gaskell were eminently fitted to advise 
and encourage him. During three strenuous years 
Elliot Smith’s output of work included valuable 
researches on the comparative anatomy and morpho- 
logy of the brain. In recognition of these he was 
elected a fellow of St. John’s, and in 1900 was invited 
to become the first occupant of the chair of anatomy 
in the Government medical school at Cairo. In his 
new sphere, while pursuing his anatomical work, he 
became almost perforce an anthropologist. For 
during his nine years’ stay in Egypt he conducted 
graveside investigations with archzologists, who, 





tainly overworked and some as certainly misused. 
“—. put forward the theory that the spleen was 
diseased” is a bad way of describing his opinions ; 
and Dr. Harris will share our horror at ——’s dis- 
covery that “the spleen showed no pathology.” 
The alternatives suggested are by no means always 
synonyms, but they will sometimes be preferable. 
Our omission of the Archives from the list was acci- 
dental; but at best the selection is a small one, 
chiefly intended to illustrate the various kinds of 
abbreviation used.—Ep. L. 
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working with the best scientific methods, provided 
him with an accurate dating of all the material 
that he handled. He was appointed to supervise 
the anthropological survey of Nubia, and examined 
a vast series of bodies representative of all periods 
of Egyptian history. He was able to ascertain with 
astonishing detail the life-history of the inhabitants 
of the Nile Valley 6000 years and more ago, while 
he described the royal mummies for the general 
catalogue of the Cairo Museum. In 1907 he was 
elected F.R.S., and in 1909 was appointed professor 
of anatomy at the University of Manchester. 

From Manchester, while continuing researches into 
cerebral physiology, he published the outcome of 
certain of his anthropological work. In 1915 there 
appeared a short work on mummification, in which 
he formed from the geographical distribution of the 
practice his interesting theories on the migration of 
peoples, and the spread of customs and beliefs. He 
had followed up in his labours the evolution of tomb- 
building which culminated in the pyramids, and he 
now traced the influence of Asia in the megalithic 
monuments of other parts of the world. The result 
was the conclusion that the principles of architecture 
had been handed on to nation after nation by human 
missionaries, a conclusion which involved him in 
an interesting dispute with American archeologists, 
as set out in ‘‘ Elephants and Ethnologists,” a quarto 
volume excellently illustrated and published in 1924. 
Here Elliot Smith deals with certain decorative 
sculpture found in Honduras, whose artistic origin 
would seem to have been Asiatic, for elephants played 
a large part in the ornamentation, and there are no 
records of elephants in America. But among certain 
learned men in America there was reluctance to 
believe that the early civilisation in their country 
had derived anything from Asia, and Elliot Smith’s 
hook records an amusing interchange of personal 
views, honours remaining with Elliot Smith. For 
it is more probable that adventurous Voyagers, pushing 
east from Asia, should have carried with them little 
specimens of household gods in which the elephant 
figured, than that prehistoric Americans should have 
invented for the ornamentation of their early archi- 
tecture an animal of whose existence they could not 
have known. 

Elliot Smith was for ten years professor of anatomy 
at Manchester. We have received from Prof. J. B. 8. 
Stopford, F.R.S., vice-chancellor of the University, 
the following estimate which explains the great 
position which his late colleague enjoyed alike as 
worker and teacher. 

“The passing of Sir Grafton Elliot Smith removes 
from our midst a man of quite outstanding ability 
who has made history in the fields of anatomy and 
anthropology. It was my good fortune to come under 
his influence at the outset of my career as a teacher, 
and for seven happy years he was my chief. How 
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well I remember my feeling of hopelessness and utter 
bewilderment when I first observed his inimitable 
methods of doing original work. For days, sometimes 
weeks, he would delay making a start and appear 
to dip almost aimlessly into the literature and, as 
we described it, ‘potter about.’ Then one day 
material from all parts of the department would be 
brought, quick dissections made, a few histological 
sections prepared, and within an incredibly short 
time the solution of the problem would be clearly 
exposed and explained. In spite of the long latent 
period at the start we all agreed that when once he 
got to work Elliot Smith could do more in three days 
than most of us could do in three months. He was 
equally rapid when preparing his results for publica- 
tion, and his style and method of presentation were 
an example never to be forgotten. 

“He attracted many research workers from other 
schools at home and abroad, and great was the dis- 
appointment of those who imagined that he would 
do the work for them. Having suggested a line of 
investigation he appeared to take no further interest 
until some results had been obtained, but then his 
generous praise and encouragement were often out 
of proportion to the work accomplished. 
grasp the meaning and significance of an observation, 
the master frequently advanced an interpretation 
which would never have been appreciated by the 
worker himself. His power to recognise at once the 
significance of a fact was unique and in my experience 
unequalled. When the papers came to be written 
Elliot Smith never expressed criticism of the draft, 
but would take it home to ‘polish it up.’ This 
process consisted of almost rewriting the text, and 
the original author might not be able to recognise 
his paper, but he would have no difficulty in appre- 
ciating what the unexpressed view of the original 
draft must have been. 

“Elliot Smith probably did more than any other 
person to reform the teaching of anatomy, and the 
younger anatomists are immeasurably indebted to 
him for his leadership and inspiration. More clearly 
than anyone he saw the need for drastic changes, 
which were long overdue, and it is fortunate for 
British anatomy that he was provided with the 
opportunity of carrying them through in the institute 
which he planned and directed so successfully at 
University College. In years to come it may well be 
that his influence upon the teaching of anatomy 
will be regarded as great and as valuable a contri- 
bution as his researches in neurology and the origin 
of man, which are so well known. No one can replace 
such an outstanding figure, but the men he has 
trained can keep alive and foster the spirit which 
he created, and it is much to be hoped that this may 
be the way we should provide a permanent memorial 
to one to whom we owe so much.” 

In 1919, as indicated above, Prof. Elliot Smith 
was appointed to the chair of anatomy at University 
College, London, in succession to Sir George Thane, 
and continued to display the fine qualities for the 
post already indicated. During his tenure of the 
chair at University College it became possible, through 
support from the Rockefeller Foundation, to plan 
and build a new institute of anatomy where research 
workers came in large numbers to work, and as a 
result the professor’s influence as trainer and teacher 
became pre-eminent, and at various times he was 
invited to lecture in most of the principal centres of 
learning in Europe and America. In 1919 he delivered 
the Croonian lecture at the Royal College of Physi- 
cians of London on the significance of the cerebral 
cortex, from which his contributions to our under- 
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standing of cranial characters could be gathered. 
While he was at University College the discovery of 
the “London” skull occurred, when the examina- 
tion and description of the relic was undertaken by 
him. The problem of assessing the racial affinities 
of the skull was rendered particularly difficult because 
only its hinder two-thirds were preserved, but from 
the part remaining Elliot Smith was able to demon- 
strate a strange mixture of characters, finding the 
bone of a London woman approaching those of the 
Neanderthal type. He held the likeness to be so 
real as to raise considerations which were dealt with 
in detail by Sir Arthur Keith in ‘“‘ New Discoveries 
Relating to the Antiquity of Man.” This work is 
mentioned as one example of the learned contributions 
to anthropology which came regularly from him ; to 
enumerate these in detail is not possible here, and 
reference must be made to his books. 

Honours came rightly to him. He was a medallist 
of the Royal Society, and received honorary degrees 
from many universities; he was a prizeman of the 
Anthropological Society of Paris, and an honorary 
member of anthropological societies in France, 
Germany, and Italy. He was knighted in 1934. 

Sir Grafton Elliot Smith married in 1900 Katherine 
Macredie, by whom he had three sons. 


ROBERT FRASER CALDER LEITH, M.Sc. Birm., 
F.R.C.P. Edin. 


Tue death occurred at an advanced age on Dec. 14th 
of the well-known bacteriologist, Dr. Robert F. C. 
Leith, late professor of pathology and bacteriology 
in the University of Birmingham. Second son of 
Mr. R. C. Leith, he received his general and scientific 
education at the University of Edinburgh. Here he 
graduated in arts with honours, and commenced 
studying for the Scottish Bar, but determining to 
enter the medical profession, he graduated as M.B.,C.M. 
in 1885 with first-class honours. After serving resi- 
dent appointments he was for a time tutor in clinical 
medicine at the Royal Infirmary, Edinburgh, and in 
1892 was appointed pathologist to the institution, 
a post which he held for five years, being at the 
same time lecturer in pathology at the school of medi- 
cine of the Royal Edinburgh Colleges. He made his 
mark as lecturer and teacher, and confirmed it by 
numerous papers in medical and scientific journals. 
He contributed largely to the third edition of Quain’s 
“Dictionary of Medicine,’’ and to the revised edition 
of the “Encyclopedia Medica,’ and wrote one of the 
articles on the stomach in Allbutt and Rolleston’s 
“System ” in collaboration with Lauder Brunton. 
His services were in unusually frequent demand as 
an examiner, for he discharged this duty at different 
times at the Royal Colleges of Edinburgh and Glasgow, 
and at the universities of Cambridge, Bristol, and 
Sheffield. In 1899 he was appointed professor of 
pathology and bacteriology at Birmingham, being 
at the time assistant physician at the Royal Infirmary, 
Edinburgh. He filled the chair at Birmingham for 
over twenty years, and was successful alike as teacher 
and colleague. For the past fifteen years he lived in 
retirement. 


GEORGE HENRY BURFORD, M.D. Aberd, 


Dr. Burford, who died on Sunday last at his house 
in Queen Anne-street after a brief illness, was in his 
eighty-first year. He graduated in medicine at Aber- 
deen in 1881, after taking prizes in most subjects, 
and then held resident appointments at the Hospital 
for Women in Soho-square, where he observed a mild 
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form of septic toxszemia occurring after enemata which 
he reported in our own columns. A little later he 
published valuable observations on the pulse as an 
indication for exploratory laparotomy in cases of 
acute traumatic peritonitis. Having decided to 
specialise in gynxcology he became gynzcological 
physician to the London Homeopathic Hospital and 
was deeply attached to the homeopathic outlook on 
medicine. He was president of the British Homeo- 
pathic Society in 1901 and later founded the Inter- 
national Homeopathic League. Last year he was 
presented by Sir George Truscott on behalf of his 
colleagues, with a testimonial to mark fifty years of 
active association with homeopathy. 


HARRINGTON SAINSBURY, O.B.E., 
M.D., F.R.C.P. Lond. 


Dr. Harrington Sainsbury, who died on Dec. 29th 
in London, in sequence to an operation, was a well- 
known consulting physician and worker in cardiology. 
He was born in 1853, received his early education 
mainly on the Continent, and joined the medical 
school at University College Hospital in 1875. He 

graduated as M.B. 

with honours in 

forensic medicine 

at the University 

of London in 1879, 

and proceeded in 

the following year 

to the M.D. degree. 

He acted for a 

time as house 

physician at Pen- 

dlebury, Man- 

chester, and as 

clinical assistant at 

the Great Ormond- 

street Children’s 

Hospital, and was 

then appointed to 

the staff of the 

Royal Free Hos- 

pital. In hospital 

and private prac- 

DR. SAINSBURY tice he devoted 
[Photograph by Eliot & Fry himself particularly 

. to cardiac diseases, 

and to the constitutional action of many 
pharmaceutical remedies. His pharmaceutical work 
started as far back as 1882, when he wrote in 
connexion with Sidney Ringer on the action 
of salts of potash, soda, and ammonia on the 
ventricle of the frog, while later he contributed 
to Ringer’s well-known ‘‘ Handbook of Therapeutics.” 
He was for a time physician to the City of London 
Hospital for Diseases of the Chest, Victoria Park, 
and acted also as examining physician to Ventnor 
Hospital for Consumption. He wrote considerably, 
papers from him being published at different times 
in the British Medical Journal, The Lancet, Folia 
Therapeutica, and the Transactions of the Medica] and 
Chirurgical Society. But Sainsbury revealed himself 
more completely in two small text-books. ‘‘ Drugs 
and the Drug Habit,” published in 1906, set out in 
popular language the theories underlying medical 
treatment by drugs and was addressed rather to a 
lay public. ‘“‘ Principia Therapeutica,” three years 
later, was addressed to the clinicians who even then 
were ‘“‘in peril of being engulfed in the flood of 
new remedies.” In scholarly words he breathed life 
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into the materia medica, accompanied the pathologist 
into the dead-house to discuss them, and enjoined 
respect for the many and various “ imponderabilia.”’ 
Some fifteen years ago there came from him a 
discussion of certain problems concerning the 
normal circulatory mechanism, which displayed 
him as an able anatomist, while several works 
of a popular and romantic character were due to 
his pen. 


We have received the following tribute from 
Dr. J. W. Carr: 

““Sainsbury and I were colleagues for 20 years 
at the Royal Free Hospital, and the better I got to 
know him the more I learned to respect and esteem 
him, for he was essentially a man who wanted knowing 
intimately. He was so quiet and shy, so retiring and 
self-effacing, that it was only on close acquaintance 
that one realised his true worth. As a physician 
he was sound and thorough, sparing no pains to reach 
a correct diagnosis and to do the utmost possible 
for his patients. In that great testing chamber the 
post-mortem room his diagnoses were usually proved 
to be not only accurate but thoroughly well worked 
out. 

“So quiet and reserved was he, that only by 
experience did one learn that his convictions, based 
on careful observation and deduction, were held 
tenaciously and firmly. Religion to him was a very 
real thing, and as his personal character was of the 
highest, it was impossible to conceive of his doing 
or saying anything underhand or mean. Everything 
he undertook was carried out absolutely conscien- 
tiously to the smallest detail. This characteristic 
was reflected in his writings, for he wrote most 
polished English, so that his meaning was always 
clear and perfectly expressed. Naturally he was 
trusted and beloved by his patients, whilst to his 
students he was always the courteous gentleman, 
most ready to answer any questions they might put 
to him. The world is the poorer for his passing, 
for men of his type—quiet, unselfish, unassertive, 
unpushful, but thorough, accurate, painstaking, and 
meticulously scrupulous in every detail of daily life 
are indeed rare, and often not sufficiently appreciated 
in a world in which self-assertion is only too frequently 
taken at its face value.”’ 


ROBERT WILLIAMS, M.B. Edin. 


Tue death occurred on Dec. 27th of Dr. Robert 
Williams, who had a lifelong association with the 
town of Leominster and the district. He was 87 years 
of age, and died at Kingsland, where he was born, 
as were two generations of his ancestors. He was edu- 
cated at the Hereford Cathedral School, and having 
graduated in medicine at the University of Edin- 
burgh in 1874, took up the family practice at Leo- 
minster, and was for 50 years medical officer of 
health for the borough, only ceasing to practise some 
ten years ago. We owe to one of his oldest friends 
the following note: “Dr. Williams was essentially 
a‘countryman.’ He had lived in his native village of 
Kingsland since his school days, and during all his 
long life he identified himself with the life of the 
neighbourhood. Foremost in promoting anything 
that might be of material benefit to his neighbours, 
especially the children, he helped to raise funds for 
many worthy objects in the village by a long series 
of amateur play productions, extending over 20 years. 
He was particularly keen on the natural history of 
Herefordshire, and had an unusual knowledge of 
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birds and their habits. His collection of birds’ eggs 
was valued at several hundred pounds. His many 
friends in Herefordshire and elsewhere will miss 
genial ‘Dr. Bob’; especially will he be missed in 
the charming village of Kingsland.” 


GEORGE McWILLIAMS HENRY, 
M.R.C.S. Eng. 


Tue death occurred on Christmas Day in his 
80th year of Dr. George McWilliams Henry, who 
was for many years in practice at Halifax. He was 
born in Co. Tyrone, and was educated at the Heath 
Grammar School and University College, London. 
On qualification he went to Halifax, where he had 
previously resided as a boy with an uncle, and during 
the next quarter of a century became one of 
the best known medical men in the district. Dr. 
McWilliams Henry, surgeon to the Halifax Infirmary, 
is his son, and father and son were in partnership 
until the retirement of the senior member of the firm 
in 1923. Dr. George McWilliams Henry married a 
daughter of the late Mr. John Crossley of Hopwood 


Hall, Halifax, and celebrated his golden wedding 
in 1932. After retirement from practice he went to 
live at St. Anne’s-on-Sea, where he died. 


JOHN WILKINSON, M.D. Edin., D.P.H. 

Dr. John Wilkinson, who died on Dec. 17th at his 
house in Droitwich, was the senior medical man in 
the borough, where he had been M.O.H. for over 
thirty years. Born in Dublin in 1863, he was 
educated at Birkenhead, and received his medical 
training at King’s College Hospital, London. He 
graduated at Edinburgh in 1886 and was demonstrator 
of bacteriology in the medical school at King’s. Later 
he was for a time resident medical officer at an 
institution in Bath, but in 1900 he joined the late 
Dr. P. A. Roden in practice at Droitwich, remaining 
later in partnership with Dr. K. 8. Roden until he 
retired in 1935. Dr. Wilkinson was a sound practi- 
tioner and popular with his patients, into whose 
general troubles he seemed particularly able to 
enter while giving medical counsel. He was twice 
married, and leaves a widow and a daughter, the 
child of his first wife. 








The Insurance Medical Service 


In the annual report of the chief medical officer 
of the Ministry of Health, insurance practitioners 
will be particularly interested in the five pages headed 
“The Insurance Medical Service.” Sir Arthur 
MacNalty points out that not only the insured 
persons and their employers but the State also is 
closely concerned in preventing avoidable disability 
by the early diagnosis and treatment of incapacitating 
disease among the workpeople, because from the point 
of view of preventive medicine the free access of 
close upon sixteen million insured persons to medical 
advice provides the best opportunity for the early 
detection and notification of those infectious con- 
ditions that are a direct menace to the nation’s health. 
The insurance medical service rightly, therefore, takes 
its place as one of the most effective branches of the 
public health service. The smoothness of working 
of this vast scheme may be regarded as generally 
recognised. On a conservative estimate in each 
year eight million insured persons seek medical 
advice and over fifty million attendances are given 
by doctors. In these circumstances it is remarkable 
that during 1935 it was found necessary to investigate 
only 157 complaints, no more than 48 of which 
justified the imposition of a penalty. This is negative 
evidence, but from competent observers there is also 
ample positive testimony to the success of the service. 

Sir Arthur remarks that the vast majority of 
insurance practitioners interpret the terms of their 
contract in no niggardly spirit and, undoubtedly, the 
standard of the service they give is yearly rising 
with fresh advances in diagnosis and treatment. He 
comments on the steadily growing interest shown by 
practitioners in post-graduate courses and expresses 
the opinion that perhaps nothing else is so important 
in the maintenance of a high standard of clinical 
work. 

Cost of Prescribing 


The returns for 1936 show that the already very 
high expenditure of prescribing for insured persons 
has risen in the year by ld. per head of the insured 
population in England and by 1d. in Wales, repre- 
senting an increase of about £70,000. Analysis of 
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the returns shows that, while part of this was due to 
the prescribing of the more costly modern prepara- 
tions, much the larger proportion was due to the 
issue of a greater number of prescriptions. There 
are no known facts about the incidence of disease 
in the country that would account for this substantial 
increase in the amount of medicine consumed by the 
insured population. 

The sum of 35d. per head is provided to defray 
the annual cost of medicines and appliances, and in 
more than half of all areas of the country during 
1935 this amount was not exceeded. In 59 areas, 
however, it was exceeded and in some cases very 
considerably. Manchester and Salford were again 
outstandingly the areas of greatest expenditure, the 
cost being, respectively, 54-7d. and 55-6d. A few of 
the reasonably comparable industrial areas in other 
parts of the country which were able to provide 
necessary medicines for their insured population at 
very much less cost were Middlesbrough (27-8d.), 
Darlington (28-0d.), Barnsley (28-4d.), Dewsbury 
(28-6d.), and Walsall (30-3d.). The average expendi- 
ture per head for the country as a whole was 3s. 1d. 
and the total sum expended was £2,237,400. The 
report goes on to say that if it could reasonably be 
contended that to spend such a sum on medicines is 
necessary or desirable in the best interests of health 
there would of course be nothing to criticise. It is 
believed, however, that no body of well-informed 
medical opinion would support such a contention. 
On the contrary, it has been repeatedly stated by 
representative practitioners that a very large propor- 
tion of the present physicking of the population is 
wholly unnecessary and that if all doctors felt 
themselves free to order only such medicinal treat- 
ment as in their unfettered professional judgment 
was considered necessary there would at once be a 
spectacular fall in the total cost of prescribing. The 
practitioner of the old school had a remarkable 


knowledge of the right use of drugs, which many 
of the modern practitioners with all their instruments 
of precision for diagnosis still need to acquire; but 
intelligent prescribing is very different from plural 
or poly-pharmacy, and insurance practitioners should 
give thought to their responsibility in this matter. 
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INFLUENZA 


Tue year has opened with the worst example we 
have had since 1933 of the extent to which even a 
minor epidemic of influenza can upset the orderly 
working of a civilised community. Fortunately 
there is good reason to hope that the infection will 
remain of a relatively mild type. 

The epidemic of 1933 was at about the same season. 
In the last week of November, 1932, only 33 deaths 
were attributed to influenza in the Great Towns; 
by the last week of the year this number had increased 
nearly tenfold to 303; and the figure continued to 
rise until the end of January, 1933, when it reached 
a weekly total of nearly 2000 deaths. Thereafter 
the epidemic, as measured by deaths, declined fairly 
rapidly. In the present epidemic there has so far 
been no mortality on a comparable scale. The 
number of deaths from influenza recorded in the 
Great Towns in the four weeks ending Dec. 26th, 
1936, were 43, 54, 57, and 97. There was, it will 
be observed, a fairly considerable rise in the last 
week of the year, but the figure of 97 is not substan- 
tially above those recorded at the end of 1935 and 
1933 and is below that of the first week of 1934. 
In each of those years influenza mortality subse- 
quently reached no very high level. Moreover in 
the last eight weeks of 1936 the notifications of 
primary pneumonia were well below the level normal 
for that time of year. 


Of the 97 deaths from influenza reported in the week 
ended Dec. 26th, 1936, 25 occurred in London and 51 in 
Greater London. Outside London the number of deaths 
in diminishing order was as follows: Birmingham 7; 
Hendon and Manchester each 4; Northampton and 
Cardiff each 3; Croydon, Dagenham, Ealing, East Ham, 
Bolton, Doncaster, Wigan, Bristol, Ipswich each 2; 
Barking, Harrow, Hornsey, Mitcham, Walthamstow, 
West Ham, Brighton, Eastbourne, Oxford, Barrow-in- 
Furness, Blackburn, Blackpool, Burnley, Bury, Hull, 
Leeds, Liverpool, Middlesbrough, Rotherham, Salford, 
Stockport, Stockton-on-Tees, Wallasey, Cheltenham, 
Leicester, Newcastle-under-Lyme, Nottingham, Smeth- 
wick, Stoke-on-Trent, West Bromwich, Cambridge, Ply- 
mouth, Newport each 1. 


All classes of the community have been affected 
and many large establishments in London and 
Midland towns report 10 to 15 per cent. of their 


employees absent through illness. The incidence 
on certain occupations has produced the greatest 
dislocation. Hospital nurses generally have been 
attacked in a degree corresponding to their exposure 
to infection and their inability to avoid it (but other 
key industries such as operatic singing and profes- 
sional football have also suffered much and given rise to 
more press comment). Private nurses have been in 
great request and the supply has in places not been 
equal to the demand. 


TREATMENT 


The Ministry of Health has issued a statement 
on what the individual can do to avoid falling a 
victim to the disease. The public are encouraged to 
see that rooms are well ventilated and airy but not 
draughty, and to take nourishing food; and, it is 
added, it is often a good thing to take cod-liver oil 
as well. Avoidance of needless exposure, avoidance 
of crowded places, and the regular use of a gargle 
of dilute compound glycerin of thymol, or just 
enough permanganate of potash to give the gargle 
a pink colour are also recommended. Special 
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emphasis is laid on the need to place discarded hand- 
kerchiefs in a disinfectant solution and for persons 
in contact with patients to wash their hands at 
once after contact with the victim or with infected 
mucus. This common-sense statement has been widely 
distributed by the daily press and can hardly be 
without effect on the propagation of the epidemic. 
Newspapers are also doing their part in driving home 
the lesson that people who insist in carrying on 
with their work when they should be in bed are 
not public heroes but public menaces. 


THE SITUATION IN LONDON 


In London the south-western area, it seems, has 
suffered more than other parts, especially Paddington, 
Chelsea, and Putney ; it is suggested, not unplausibly, 
that infection was widely spread from large shopping 
centres. Islington suffered later but Bethnal Green 
is said still to be relatively free. 

Some examples may be given of the way in which 
the epidemic has affected the hospital system in 
London. The information refers to Wednesday 
morning last. At St. Bart.’s 68 members of the staff 
were down : 50 nursing, 3 clerical, 2 resident medical, 
4 works department, and 9 porters. (Epidemic of 
mild type and now declining; average duration 
6 days with 3 days of fever.)—At Guy’s a special ward 
(25) has been set aside for nurses, but only one or 
two of the regular staff are affected. (Average dura- 
tion a fortnight, no complications, and indications 
that the wave is abating.)}—At the Middlesex 54 nurses 
have been ill and about 6 of the rest of staff. (Average 
duration a fortnight; epidemic now abating.)— 
At the London large numbers of the staff, including 
the resident medical, are down. The type is mild, 
the duration 6-7 days, and the peak seems now to 
have been reached.—At the Westminster 25 nurses 
are ill and all the private nursing staff has been 
called out—which is unprecedented. The rest of 
the staff are not affected. (Influenza of mild type ; 
duration one week ; wave decreasing in intensity. )— 
At St. Thomas’s 43 nurses out of 260 are off duty, 
and 34 out of the 190 of the rest of the staff. 
(Average duration 6-7 days; epidemic thought to 
have reached its peak.) 

In the L.C.C. general hospitals which normally 
admit influenza cases there were on Saturday last 
18,000 oceupied beds, the largest number of patients 
these hospitals have ever had under their care at 
one time; but this does not necessarily imply an 
increased amount of illness, for they are now better 
equipped than they have ever been to give the 
public the attention it wants. But as the general 
hospitals were so full already they were unable to 
cope with an epidemic of influenza. On Saturday 
they had admitted 1019 cases of influenza and could 
take no more. This year however there is little 
measles and the special hospitals for infectious 
diseases being fairly empty it was decided to set 
aside wards in them for influenza cases. In 7 of the 
9 special hospitals 500 beds have been allocated 
and 420 have now been filled. More beds can be 
found, but there is difficulty in finding the nurses. 
As there was no epidemic of any infectious disease 
the fever hospitals were not being run on a full staff 
and some of the nursing and medical staffs are them- 
selves down with influenza. Cases are however 
still being admitted on the application of any medical 
practitioner who reports a case which he wants to 
have removed to hospital. The ambulance is instructed 
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first to try the nearest general hospital and if it is 
full to go on to one of the special hospitals. It is 
presumed that the pressure may decrease towards 
the end of the month. 

The proportion of men to women victims in L.C.C. 
hospitals is 40 to 60. For the most part the cases 
are of mild type, but in a fair number pneumonia 
has developed and these are being nursed in oxygen 
tents. As a rule the acute illness lasts for 3—4 days, 
though there is a good deal of prostration afterwards, 
with rise of temperature to 101° or 102° F., irritable 
throat, cough, severe headache, and lumbar pain. 


NEWS FROM THE COUNTRY 


Information reaching us from places outside 
London may be briefly summarised as follows :— 


Brighton.—All ages affected. Sudden onset, with 
headache, somatic pains, and cough; fever up to 103° F. 
Duration 10-15 days. Complications: bronchitis, cervical 
adenitis, and diarrhoea. 

Thanet.—All ages affected with high swinging tem- 
perature, nasal and bronchial catarrh. Duration, 4-7 days 
in adults, longer in children, who may have secondary 
rise of temperature with otorrhcea. 

St. Albans.—Widespread mild influenza with a growing 


tendency to bronchial attack; two deaths from acute, 


broncho-pneumonia. At first only elderly people attacked, 
now generalising. Catarrhal subjects seem to escape. 
Acute stage 2-4 days, 2-3 days pyrexia with general 
inflammation of the upper air-passages, and superficial 
bronchitis, some gastro-enteritis on third and fourth days. 
A few vivid red ear-drums. Disability for 2 weeks. 

Devon.—Cases mostly among Christmas visitors ; 
nothing that can yet be called an epidemic. Symptoms 
headache or gastro-enteritis or both, tracheitis usual. 
Short duration, average a week. 


Birmingham.—Some 15 nurses off duty at the General 
Hospital with colds and fever lasting two days ; no com 
plications so far. In three cases fatal pneumonia has 
tollowed similar colds outside. 


Nottingham.—A leading practitioner finds conditions 
normal for the time of year. 

Liverpool. Plenty of cases about but no true epidemic. 
Symptoms: severe headache, generalised pains, tracheitis, 
and cough. No increased incidence of pneumonia. Res- 
piratory mortality normal. Sequele: tiredness and 
persistent tickling cough. 

Newcastle-upon-T yne.—There is nothing that can be 
called an epidemic of influenza either in the urban prac- 
tices of the town or in the surrounding rural country ; 
the incidence, it seems, is not now greater than the normal 
at this time of year. In the few attacks the type has been 
the short three-day fever with muscular pains and no 
complications. In the week ending Jan. 2nd six deaths 
were reported from pneumonia, including influenzal 
pneumonia (average 8 for corresponding weeks in three 
previous years). There is however in the area a definite 
epidemic, not common but troublesome, of nausea and 
vomiting, affecting children more than adults: a 24-48 
hours’ illness with complete recovery, true to type and 
leaving no respiratory complications. 

Aberdeen.—Epidemic only beginning. All ages, children 
more than usual. Duration 5-10 days. Some short sharp 
attacks with pyrexia up to 104°F. Younger patients 
often have nausea, sometimes with vomiting. No serious 
complications. 

Dublin.—A few cases regarded as influenza among 
adult males, symptoms mainly gastro-intestinal. No 
epidemic as yet. 

The little town of Caerau in Glamorgan has been 
severely hit although its healthy situation has hitherto 
rendered it immune from epidemics of most kinds. School 
attendance has, it is stated, dropped to 40 per cent. 
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University of London 

Six lectures on statistical methods in social and economic 
investigations will be given by Mr. J. Neyman, Ph.D., 
reader in statistics at University College, Gower-street, 
W.C., at 7.30 p.m. on Tuesdays, beginning on Jan. 26th. 
Further information may be had from the secretary of 
the College, and changes in the hour and day of the 
lectures would be considered if desired by the audience, 

At recent examinations the following candidates were 
successful :— 

M.S. 

Branch I (Surgery)—John_ Howkins and J. B. G. Muir 
(University Medal), Middlesex Hosp.; and E. J. Smith, King’s 
Coll. Hosp. 

University of Cambridge 

Dr. J. A. Ryle, regius professor of physic in the Univer- 
sity, has been elected to a professorial fellowship at 
Gonville and Caius College. 


Royal Society of Arts 

At a meeting of this society to be held at 8,15 p.m. on 
Wednesday, March 10th, at the house of the society, 
John-street, Adelphi, W.C., Dr. C. 8S. Myers, F.R.S., 
principal of the National Institute of Industrial Research, 
will read a paper on industrial psychology and the modern 
world. 


Royal Institution of Great Britain 

Mr. Julian Huxley, D.Sc., will give the first lecture in 
an illustrated course on films in scientific education 
which is being given at the institution on Jan. 14th, 
21st, and 28th at 5.15 p.m. He will deal with the use of 
films in biology. On Feb. 26th, at 9 p.m., Lord Horder 
will give the Friday evening discourse, speaking on old 
diseases and new. On March 2nd, 9th, 16th, and 23rd, 
at 5.15 p.m., Prof. Edward Mellanby, F.R.S., will give 
four lectures on digestion and indigestion. Further 
particulars may be had from the secretary, 21, Albemarle- 
street, London, W.1. 


Post-graduate Course on Diseases of the Chest 

A post-graduate course on diseases of the chest with 
special reference to chronic pulmonary suppuration has 
been arranged by the Joint Tuberculosis Council and will 
be given by the medical and surgical staff of the City of 
London Hospital for Diseases of the Heart and Lungs, 
Victoria Park, E., from Feb. Ist to 6th. Further informa- 
tion may be had from the hon. secretary for post-graduate 
courses of the council, 8, Christ Church-place, Epsom. 


Royal College of Surgeons of England 

Next Friday Mr. Laurence O’Shaughnessy will give 
the first of a series of lectures which will be held at the 
College from Jan. 15th to Feb. 22nd. He will speak on 
the treatment of cardiac ischemia, and Viscount Dawson 
will give a short opening address. The other lectures are 
as follows: Jan. 18th, Mr. Evelyn Sprawson, odontomes ; 
Jan. 20th, Dr. Russell J. Reynolds, movements of the 
csophagus, stomach, duodenum, and ileum during the 
passage of an opaque meal; Jan. 22nd, Mr. A. 8S. Kerr, 
the higher autonomic control of the hollow viscera ; 
Jan. 25th, Dr. 8. Zuckerman, tissue specificity in relation 
to sex hormones; Jan. 27th, Dr. Zuckerman, the inter- 
relation of endocrine and neurovascular factors in the 
menstrual cycle; Jan. 29th, Mr. Cecil P. G. Wakeley, 
the surgery of the parapituitary region; Feb. Ist, Mr. 
Philip Wiles, postural deformities of the spine ; Feb. 3rd, 
Mrs. Philippa Martin, the effect on the eye of radium 
used for treatment of malignant disease in the neighbour- 
hood; Feb. 5th, Mr. J. H. Saint, the Bree method of 
treatment of acute osteitis; Feb. 8th, Mr. A. R. D. 
Pattison, Cushing’s syndrome ; Feb. 10th, Mr. D. W. C. 
Northfield, headache; Feb. 12th, Mr. F. H. Bentley, 
experimental nerve anastomosis; Feb. 15th, Prof. G. E. 
Gask, John Hunter in the campaign in Portugal, 1762-63 ; 
and Feb. 22nd, Dr. David Slome, the nervous factor in 
traumatic shock. 

Prof. Gask’s lecture will be given at 4 p.m., all the 
others at 5 P.M. 
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King Edward’s Hospital Fund 


The King has consented to become patron of King 
Edward’s Hospital Fund for London and has appointed 
the Duke of Kent its president. 


Society for Constructive Birth Control 

A meeting of this society will be held on Tuesday, 
Jan. 19th, at 8 P.m., at 26, Portland-place, W.1, when 
Dr. C. W. Saleeby will give a lecture entitled A Plea for 
Summer Babies. 


Nichols Fellowship 


Applications are invited by the Royal Society of Medi- 
cine for this fellowship which is offered for research 
relating to the causes and prevention of death in child- 
birth from septicemia. Further particulars will be found 
in our advertisement columns. 


Course on Mental Deficiency 


A course of lectures and clinical instruction for medical 
practitioners on mental deficiency and allied conditions 
has been arranged by the Extension and Tutorial Classes 
Council of the University of London in coéperation with 
the Central Association for Mental Welfare. It is intended 
for qualified medical practitioners who are concerned 
with the care of subnormal or abnormal persons. The 
first part of the course will be held from April 12th to 
24th, and the second part will be given in the autumn. 
Further information may be had from Miss Evelyn Fox, 
University Extension Department, University of London, 


W.C.1, 


Conference on the Accredited Milk Scheme 


A conference to discuss the administration of the Milk 
(Special Designations) Order, 1936, with respect to accre- 
dited milk, will be held by the Royal Sanitary Institute 
on Thursday, Jan. 28th, at 2 p.m., at 90, Buckingham 
Palace-road, London, S.W. Mr. Thomas Baxter, chair- 
man of the Milk Marketing Board, will preside, and the 
discussion will be opened by Dr. W. G. Savage, medical 


officer of health for Somerset ; Mr. F. W. Medlock, chief 


veterinary officer for Essex; Mr. H. F. Long, chief sani- 
tary inspector for Hereford; and Mr. W. T. Price, agri- 
cultural organiser for Wiltshire. 


Order of St. John of Jerusalem 


The following promotions in and appointments to the 
Venerable Order of the Hospital of St. John of Jerusalem 
have been sanctioned by the King : 


As Knight.—Sir Louis Knuthsen, K.C.V.O., O.B.E., 
M.D., Godfrey Martin Huggins, F.R.C.S., M.P., Lieut.- 
Colonel Alexander Robertson Falconer, C.B.E., V.D., 
M.B., and Sydney Letts Dawkins, M.B. 

As Commander.—William Douglas Kirkwood, M.D., 
Lieut.-Colonel Henry Woolmington Webber, M.D., 
F.R.C.S.E., Leonard Erasmus Ellis, M.D., Colonel John 
Arthur Hopkins Sherwin, V.D., M.D., Surgeon Vice- 
Admiral Sir Robert Hall, K.C.B., O.B.E., M.R.C.S., and 
John Newman Morris, M.B. 

As Associate Commander.—Lieut.-Colonel Sir Hassan 
Suhrawardy, O.B.E., M.D., F.R.C.S.I. 

As Officer.—Gerald Holroyde, M.C., M.R.C.P., Ernest 
Jones, M.B., Captain Harold Francis Joseph Norrie, M.B., 
Robert Vickers Clayton, M.B., Lieut.-Colonel Lavell Hall 
Leeson, M.D., Lieut.-Colonel Wilfred Vickers, D.S.O., 
V.D., M.B., Colonel Herbert Henry Ernest Russell, 
O.B.E., M.D., F.R.C.P., Henry Smith, M.D., Captain 
Robert Marshall, M.D., Charles Gordon Moore, C.V.O., 
M.B., Alexander Gillilan Johnson MaclIlwaine, C.I.E., 
L.R.C.P.1., Ian Wyness MacGregor, M.B., Robert William 
Magill Strain, M.D., Lieut.-Colonel John Sutherland 
Matheson, M.D., Walter Woodworth White, M.D., George 
Ray Johnson, M.D., Lieut.-Colonel David Alexander 
Whitton, O.B.E., M.D., Colonel Samuel Roy Burston, 
C.B.E., D.8.0., V.D., M.R.C.P.E., Colonel William 
Wallace Stewart Johnston, D.S.0., M.C., M.D., Colonel 
Harold Clive Disher, M.D., Francis Edward McAree, 
M.B., Lieut.-Colonel John Ralph Donaldson, M.B., and 
Miss Margaret Ellen Douglass, M.D. 
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Arlesey, Beds, Three Counties Hospital_—Temp. Asst. M.O., 
7 guineas per week 

Birmingham City.—Res. Asst. M.0., £400 

Birmingham City, Education Committee 
Surgeon, 24 gns. per session 

Birmingham City Mental Hosp.—Jun. Asst. M.O., £350. 

Bolingbroke Hosp., Wandsworth Common, S.W H.P., at rate 
of £120. 

Bootle General Hosp.—H.P., two H.8.’s, also Cas. O., each at 
rate of £150 

Brighton, New Susser Hosp., 
of £100. 

Bristol Royal Infirmary.—Sen. Cas. H.S. and Sen. Obstet. H.S., at 
rate of £150 and £100 respectively. Also Res. H.P.’s and 
H.S.’s to Spec. Depts., each at rate of £80 

Calcutta, All India Institute of Hygiene and Public Health 
Director, Rs.1450 

Cambridge, Addenbrooke's Hosp.—Res. Anesthetist and Emer- 
gency Officer, at rate of £130. 

Canterbury, Kent and Canterbury Hosp Hon. Radiologist 

Cape Town University —Jacobus Stephanus Marais Memorial 
Post-graduate Scholarship, £450 

Cardiff Royal Infirmary and Welsh National School of Medicine. 
Hon. Dermatologist and M.O. for Male V.D. Centre, at 
rate of £250. 

Carshalton, Queen Mary’s Hosp. for Children.—Res. Med. Supt., 
£1400. 

Cheshire Joint Sanatorium, Market Drayton.—Res. M.O., £250 

Chesterfield and North Derbyshire Royal Hosp H.S. to Ophth 
and Ear, Nose, and Throat Depts., at rate of £150 

Dew sbury and District General Infirmary Sen. and Second 
H.S.’s, £200 and £150 respectively 

Doncaster Royal Infirmary and Dispensary.—Res. Surg. O. and 
Cas. H.S., £250 and £175 respectively. Also Res. Ances- 
thetist, at rate of £175. 

Ealing Borough Res. Asst. M.O., £350 

Eastbourne, Princess Alice Hosp i H.S., £150 

Edinburgh, National Association for the Prevention of Tuber 
culosis.—Secretary-General in London, £600 

Enfield Urban District Council Debuts M.O.H. and Asst 
School M.O., £600 

Evelina Hosp. for Sick Children, Southwark, S.E.—H.P., at rate 
of £120 

French Hospital and Dispensary, 172, Shaftesbury-avenue, W.¢ 
Hon. Gynecologist 

Golden-square Throat, Nose and Ear Hospital, H.S., £100 

Grimsby and District Hosp Sen. H.S. and H.P., at rate of 
£200 and £150 respectively 

Halifax Royal Infirmary.—Third H.S., at rate of £150 

Hampstead x neral and North West London Hospital, Haverstock 
Hill, N.W.—H.P., at rate of £100 

Hastings, Royal East Sussex Hosp.—Jun. H.8., at rate of £150. 

Hospital for Epilepsy and Paralysis, Maida Vale, W.—Hon 
Psychiatrist. 

Hosp. 4 Tropical Diseases, Gordon-street, W.C.—Res. Med. 
Su £400. 

ae M ate Maternity Home and Infants’ Hosp Jun. Res 

O., at rate of £100. 

ee Royal Northern Infirmary Hon. Visiting Surgeon 

to Ear, Nose, and Throat Dept 
lories of Pathology and Public Health.—Jun. Asst 
Pathologist, £500. ! 

Leamington Spa, Warneford General Hospital.—H.P., at rate 
of £150. 

Leeds University, School of Medicine.—Readership in Surgery 
and Reader in Medicine, each £600. 

Leicester Royal Infirmary.—Hon. Dental Surgeon and two 
Hon. Asst. Dental Surgeons 

London County Council.—Asst. M.O., Grade I., £350. 
Asst. M.O., Grade II., £250. Also Temp. Part-time Asst 
M.O.’s, 308. a session. 

London Hospital, E.—Surg. First Asst. and Reg., £300 

Maidstone, West Kent General Hospital.—H.5 , £175 ) 

Manchester, Ancoats Hospital H.S., at’ rate of £100 Also 
Asst. Surg. O., 10s. 6d. per attendance 

Manchester, Booth Hall Hospital Res. Asst. M.O., at rate 
of £200. 

Manchester City.—Air-raid Precautions Medical Examiner, 
1 guinea each examination 

Manchester, Duchess of York Hospital for Babies.—Asst 
Anesthetist, half-guinea per session 

Manchester Hospital for Consumption and Diseases of the Throat 
and Chest.—Asst. M.O. for Crossley Sanatorium, at rate of 
£200. Also Res. M.O. for St. Anne’s Home, £200 

Mange, Monsall Hosp. for Infectious Diseases.— Res. Asst 
M.O., £350. 

Methane Northern Hospital, Cheetham Hill-road.—Res. H.P 
and Res. H.S., each at rate of £100. 

Manchester, Withington Hospital.—Cons. Obstet. and Gyneco- 
logist, at rate of £300 

Metropolitan Hosp., Kingsland-road, E.—Cas. O. and Res 
Anesthetist, £100. 

National Temperance Hosp., Hampstead-road, N .W.—Med. Reg., 
40 gns. 

New Zealand, Dunedin Hosp.—Radio-Therapist, £1000. 

New Zealand. Palmerston North Hosp Pat iologist, £900 

Northumberland C Jounty Council.—Asst. County M.O.H., £500 

Ozford University.—Nuffield Professorship of Obstet and Gyn., 
£2000. Also Nuffield Professorship of Clinical Medicine, 
£2000. 

Pembroke County War Memorial Hosp., 
M.O., £150. 


Part-time Aural 


W indlesham-road H.P., at rate 


Haverfordwest.— Res. 
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Plymouth, od of Wales’s ae. panng~Ded. H.8., at 
rate of £120 

Plymouth, Prince of Wales’s Hosp., Greenbank-road.—H.8., at 
rate of £120. 

Queen Charlotte’s Maternity Hosp., Marylebone-road, N.W.— 
Asst. to Pediatrician and M.O. to Infant Consultation 
Centre, 14 gns. per oo. 

Rhondda Urban District Council.—Asst. M.O., £500. 

Royal ys no nl Hosp., Fulham-road, S.W. —Res. M.O., £200. 

Royal, National Orthopedic Hosp., 234, Great Portland-street, 
wns wo H.S.’s for Country Branch, each at rate of £150. 

Royal raed of Medicine, 1, W impole- -street, W.—Nichols 
Fellowship, £150. 

St. Albans, Hill End Hospital for Mental and Nervous Disorders.— 
Two H.P.’s, each at rate of £165. 

Sheffield, Winter-street Hospital.—Asst. Tuber. O., £350. 

South London Hosp. for Women, Clapham Common, S.W.— 
Out-patient M.O. and H.S., each at rate of £100. Surg. 

eg. Also Clin. Assts. to Surg. Out-patients. 

Stoke-on-Trent, Stanfield Sanatorium.—Res. M.O., £350. 

Straits Settlements, Singapore Municipality. —Asst. Municipal 
Health Officer, $8400. 

Victoria Hospital for Children, Tite-street, Chelsea, S.W.—Cas. O., 
at rate of £200. Also H.P. and H.S., each at rate of £100. 

West End Hospital for Nervous Diseases, 73, W elbeck-street, W 

o Res. H.P.’s, each £125. 

Westminster Hospital, Broad Sanctuary, S.W.—Asst. Surgeon. 

Wigan, Royal Albert Edward Infirmary and Dispensary.—H.58., 
at rate of £150. 

Wolverhampton Royal Hosp.—Res. X Ray and Radium Registrar. 
are cee Res. M.O. for Gyn. and Obstet. Dept., at rate 
o 0 

Worcester County and City Mental Hosp., Powick.—Asst. M.O., 


Worthing Hospital.—Hon. Anesthetist. 


The Chief Inspector of Factories announces vacancies for 





Certifying Factory Surgeons at Bourne (Lincs), Broms- ' 


ta Gillingham (Dorset), and Cranbrook 
(Ken 





Med ical Diary 





Information to be included in this column should reach us 
in proper form on Tuesday, and cannot appear if it reaches 
us later than the first post on Wednesday morning. 


SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 
TUESDAY, Jan. 12th. 

Thera; ics and Pharmacology. 4.30 P.M. Special 
Meeting. 5 P.M., Dr. Raeern (Copenhagen) : Pro- 
tamine Insulinate. Dr. lay ton will also speak. 

jatry. 8.30 P.M., Dr. G6 . McInnes : Observations 
on Heredity in Neurosis. 
WEDNESDAY. 

History of Medicine. 5 P.M., Dr. Martin Spink: Gyneco- 
logical, Obstetrical, and Genito-urinary Instruments 
and Practice under the Arabian Empire. 

FRIDAY. 

Physical Medicine. 5\P.M., Dr.G. D. Kersley : Peripheral 
Circulation in Chronic Rheumatism 

Obstetrics and Gyneecology. P.M. Mr. W. Gilliatt and 
Mr. J. Bright Banister : Relative Values of the Wyre 
and Lower Segment Cesarean Operations. Mr. 
Green-Armytage and Mr. Aleck Bourne will” aise 


speak. 

Radiology. 8.15 P.M. Dr. James Brailsford, Dr. R. W. 
Scarff, and Mr. W. H. Ogilvie: Bone Tumours. 
MEDICAL SOCIETY OF LONDON, 11, Chandos-street, W- 

Monpay, Jan. 1ith.—8 P.M., pathological evening. 
HARVEIAN SOCIETY OF LONDON 
THURSDAY, Jan. 14th.—8.30 P.M. (26, Portland-place, W.), 
Annual General Meeting. 
NORTH LONDON - MEDICAL AND CHIRURGICAL 
SOCIETY. 


THURSDAY, Jan. 14th.—9.15 P.M. (Royal Northern Hos- 
pital, Holloway-road), Dr. F. W. Price: Observations 
on Diagnosis and Treatment in Heart Disease, including 
a Reference to Childbearing. 

SOUTH-WEST LONDON MEDICAL SOCIETY. 

WEDNESDAY, Jan. 13th.—9 P.M. (Bolingbroke Hospital, 
Bolingbroke-grove, S.W.), Mr. R. Hodgson Boggon : 
When to Operate. 

LONDON JEWISH HOSPITAL MEDICAL SOCIETY, 

Stepney Green, E. 

THURSDAY, Jan. 14th.—3.30 Pp.m., Dr. Andrew Topping, 
Dr. Maurice Mitman, and Dr. J. M. McCartney: 
Modern Aspects of the Prevention and Treatment of 
Infectious Fevers. 

SOCIETY FOR THE STUDY OF INEBRIETY. 
ee Jan. 12th.—4 P.M. (11, Chandos-street, W.), 
Dr. H. M. Vernon: Alcohol and Motor Accidents. 
rn INSTITUTE OF RADIOLOGY, 32, Welbeck- 
stree’ 

THURSDAY, Jan. 14th.—8 P.M., Dr. H. W. Davies : ‘Cerebral 

Arteriography. 
BLOCHEMICAL SOCIETY. 
Fripay, Jan. 15th.—3.30 p.m. (St. Mary’s Hospital Medical 
Sshool), Short Communications and Demonstrations. 
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LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 
ROYAL COLLEGE OF SURGEONS, Lincoln’s Inn Fields, 
y.C. 


Fripay, Jan. 15th.—5 P.m., Mr. Laurence O’Shaughnessy : 
FL pene yf ~ a ae Ischemia. (Introductory address 


Lor n.) 
WEST LONDON HOSPITAL POST-GRADUATE COLLEGE, 
Hammersmith, W 

MonpDay, Jan. 11th.—10 a.M., skin clinic. 11 a.M., surgical 
wards. 2 P. a. operations, surgical and gynecological 
wards, medical, surgical, and gyneecological clinics. 
4.15 p.m., Mr. Green-Armytage: Sterile Mating. 

TUESDAY.—10 A.M., medical wards. 11 A.M., surgical 
wards. 2 P.M, operations, medical, surgical, and 
throat clinics. 4.15 P.m., Mr. Simpson- -Smith : ‘Acute 
Abdominal Injuries. 

WEDNESDAY.—10 a.M., children’s ward and clinic. 11 a.m., 
medical wards. 2 P.M., gynecological operations, 
medical, surgical, and eye clinics. 4.15 P.m., Dr. P. 
Manson-Bahr: Dysentery and Colitis. 

THURSDAY.—10 a.M., neurological and gynecological 
clinics. Noon, fracture clinic. 2 P.M., operations, 
medical, ouenice’. and genito-urinary and eye clinics. 
4.15 P.M., Edgley Curnock: Aspects of Dentistry 
of interest t to the General Practitioner. 

Frmay.—10 a.M., medical wards, skin clinic. Noon, 
lecture on treatment. 2 P.M., operations, medical, 
surgical, and throat clinics. 4.15 P.m., Dr. Maurice 
Shaw: Medical Examination for Life Assurance. 

SATURDAY.—10 a.M., children’s and surgical clinic. 11 a.m. 
medical wards. 

The lectures at 4. 1S P.M. are open to all medical practi- 
tioners without fee 

FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole-street, W. 

MonpDay, Jan. 11th, to SATURDAY, Jan. 16th.—St. Jonn’s 
Hosp1rau, 5, Lisle-street, wc., afternoon course in 
dermatology.—NATIONAL Lime x Ber HOSPITAL, 
Hampstead-road, N.W. rue. , 8.30 P.m., Mr. A. J. 
Cokkinis: Breast. Thurs., 8.30 P.M., Mr. A. M. A. 
Moore: Injuries to Bones. ~_NATIONAL HOSPITAL FOR 
DISEASES OF THE HEART, Westmoreland-street, W. 
all-day course in cardiology open to non-members).— 

Courses are open only to members of the fellowship. 
ae se SCHOOL OF DERMATOLOGY, 5, Lisle-street, 


" Scammer, Jan. 12th.—5 P.m., Dr. G. B. Dowling: Pity- 
riasic Dermatitis. 

WEDNESDAY.—5 P.M., Dr. I. Muende: Histology. 

THURSDAY —5 P-M., Dr. W. N. Goldsmith: Pigmentary 


Disorder: 
at 7’ inna “FOR, ‘SICK CHILDREN, 


fa Jan. 14th.—2 P.M., Mr. yu Crooks: Acute 
Infections ofthe Ear. 3P. M., Dr. A. G. Signy : Present- 
day Uses of Immunisation. 

Out- attent clinics daily at 10 a.M. and ward visits at 


ST. JOHN OLINIC AND INSTITUTE OF PHYSICAL MEDI- 
CINE, Ranelagh-road, S.W 
FRIDAY, Jan. 15th.——4.30 P.M., Dr. C. A. wage Pelvic 
Sepsis in Relation oo Rheumatic Disea 
CENTRAL LONDON THR NOSE, AND EAR HOS8- 
PITAL, Gray’s Inn-road, w “0. 
FRIDAY, Jan. 15th.—4 P.M., Mr. W. G. Scott-Brown: 
: Allergy. 





Great Ormond-street, 





- Births, Marriages, mal Deaths 


BIRTHS 


CaPpeL.—On Dec. 25th, 1936, t ae core, Hospital, the 
wife of Dr. Ernest H. Cap 

Carp.—On Jan. 2nd, the wife va Aw Wilfrid Card, of a daughter. 

GRAHAM POLE.—On Dec. 25th, at eA Bickington. North 
Devon, the wife of Dr. Richard M. Graham Pole, of a 
daughter. 

HAvVaRD.—On Dec. 28th, the wife of om R. Emlyn Havard, 

Headington, Oxford, of a daughte 

an. Ist, the wife of "Dr. A. G. Johnson, of 
‘Sussex- gardens, W., of a son. 

JonES.—On Dec. 3ist, in Hong-Kong, the wife of Dr. RhysC. 
Jones, Medical Officer of Health, of a daughter. 


MARRIAGES 
tg Dec. 23rd, at St. John Evangelist, 


Vestminster, Lieut. R. A. Hoey, R.A.M.C., to Agnes 
Joyce Bugden, daughter of Mr. and Mrs. H. T. Budgen, 


Sanderstead. 
DEATHS 





BALDWIN. 
M. 





8. En , aged 83. 

CAMERON. —On an. 3rd, Gordon Gould Cameron, M.R.C.S 

of Fulham-road, S.W. ed 35. 

FRASER- HARRIS. —On Jan. 3rd, David F. Fraser-Harris, M.D. 
Glasg., D.Sc. Lond., F.R. §. Edin. , of Chiswick, formerly 
professor of physiology, Dalhousie University, Nova Scotia. 

ROWLAND.—On Jan. at Mm 3 oe Yorkshire, Lilian 
Trousdale Rowland, LB B.S. Lond., aged 55. 

SMALL.—On Dec. 31st, Sooniie Victor Sinall, M.B. Dub., of 
East Ashling, near Chichester, aged 39. 


N.B.—A fee of 18. 6d. is charged for the insertion of Notices of 
Births. Marriages, and Deaths. 
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NOTES, COMMENTS, AND ABSTRACTS 





THE PATHOLOGY OF THE TOXAMIAS 
OF PREGNANCY 


A SURVEY* 


By Ropert Coorg, M.D., B.Sc. Liverp. 
M.R.C.P. Lond. 


HON. ASSISTANT PHYSICIAN, LIVERPOOL ROYAL INFIRMARY ; 
VISITING PHYSICIAN, MILL ROAD INFIRMARY, LIVERPOOL 


THOsE who have explored the literature of the 
toxemias of pregnancy will, I think, agree that there 
is hardly a field in medicine which even now presents 
a more confused and untidy scene. Theories, 
classifications, speculations galore—one emerges— 


“ Like one that hath been stunn’d 
And is of sense forlorn,” 


but if at the end of it one is indeed ‘“‘ a sadder man,”’ 
it is very unlikely that one rises up ‘“‘ a wiser man.” 
I wonder if what we are suffering from here is an 
excess of specialism—(dare I say it?) that too often 
obstetricians and biochemists working in the obstetrical 
field without a large enough background of general 
medicine, get their proportions wrong, confuse the 
issues with a vocabulary of their own, and overlook 
straightforward diseases just because they occur 
in and are modified by pregnancy? There is only 
one cure for this confusion—namely, to get back to 
pathology and not be satisfied until names and labels 
are given a clear pathological content. It is true 
that names and labels may have to be used as stop- 
gaps, even when we are not clear as to their patho- 
logical content ; but they are dangerous because they 
may easily lull a man into the belief that he knows 
I need only remind you 
“erythema ’”’ sounds much more 


more than he really does. 
that a word like 
weighty and scientific than “red rash.” 

Boswell gives an account of a certain breakfast 
party in Edinburgh to which Dr. Blacklock was invited 
to* meet Samuel Johnson. Dr. Blacklock spoke of 


scepticism in religion, with apparent uneasiness, 
as if he wished for more certainty ; the great man, 
in reply, ‘encouraged the blind Bard to apply to 
higher speculations what we all willingly submit to 
in common life.... Take the case,” said he, “of a 
man who is ill. I call two physicians. They differ 
in opinion. I am not to lie down, and die between 
them. I must do something.” 

Very well, then, let us see with what we are really 
faced in this group of illnesses called the toxamias 
of pregnancy. At the outset we must be careful not 
to beg the question by assuming the word “ toxemia ”’ 
to have an exact, defined, and constant meaning, 
and it is well to remember that in these diseases no 
specific toxins have ever been discovered. There are 
those illnesses which occur in the earlier months of 
pregnancy—morning sickness (we ought to include 
this, for to be sick is not normal) and hyperemesis 
gravidarum; and there are those illnesses which 
mainly show themselves in the later months— 
so-called albuminuria of pregnancy, nephritis, 
eclampsia, accidental antepartum hemorrhage, and 
damage whose main incidence appears to be on the 
liver—acute and subacute yellow atrophy of the liver. 
We must bring ourselves to be sceptical of many 
of these as adequately defined clinical entities, and 
try to analyse the pathology behind them. 





saper read at a joint ordinary and pathological meeting 
of the iverpool Medical Institution on Nov. 12th, 


But dines illnesses are occurring in a pregnant 
woman, and our analysis is made against the back- 
ground of pregnancy, with its inevitable and insistent 
facts of a growing ovum, a maternal organism 
subjected to new and searching calls on the normal 
physiological processes; and separating the two, a 
placenta which for all its complexity is in essence a 
semipermeable membrane between the two blood 
circulations. There is therefore a physiology of 
pregnancy to be taken into account, and as Barnes 
says, “‘ Gestation tests the integrity of every structure 
of the body.” May I remind you of a few of the 
important physiological changes in pregnancy which 
may have a bearing on our subject? There are 
alterations in the activity of the maternal ductless 
glands ; alien proteins may invade the blood-serum 
(and form a basis for the Abderhalden reaction), 
and there is a leucocytosis which Dietrich (1911) 
attributes to a reaction on the part of the mother to 
the ovum and its products. There is a large and 
prolonged call upon building materials, and if the 
mother does not get enough food she will attempt 
to build up fetal material from her own tissues. The 
call on maternal calcium may cause decalcification 
of teeth or even of bones, and the need for iron is 
great also. The liver may lose a good deal of its 
stored glycogen, and there is evidence from animal 
experimentation that towards the end of pregnancy 
there is a physiological fatty infiltration of the liver 
(Coope and Mottram, 1914). Pregnancy involves 
the adaptation of the maternal organism to a foetus, 
and though it may not yet be possible to pick out the 
most vital of the mechanisms of this adaptation, it 
may be that the strain involved is an important 
factor in the development of these “ toxzmic” 
illnesses. 


MORNING SICKNESS IN EARLY PREGNANCY 


The fact that this symptom often occurs before 
the patient has realised that she may be pregnant 
suggests that it is not primarily a neurosis, as some 
maintain, though anxiety may be a contributory 
factor. The embedding of the ovum is associated 
with liquefaction of the endometrium by tropho- 
blastic ferments, with resulting decomposition pro- 
ducts. There is no doubt that even in early pregnancy 
a real disturbance takes place in the maternal 
organism, long before large calls have been made 
on it for building up the fetus. There are plenty of 
theories but no proved explanation of what .is 
happening here. It is, however, suggestive to note 
that in the presence of an abnormal ovum or of a 
hydatidiform mole the sickness is apt to be much 
more severe. 

If vomiting persists there will be a considerable 
loss of fluid, accompanied or not—usually not— 
by loss of chloride from the stomach; moreover, 
with starvation the liver will lose a large portion 
of its store of glycogen, and ketosis will develop. 
The pregnant woman in any case tends to get carbo- 
hydrate starvation, and she reacts very much as the 
child does when attacked by ketosis and dehydration. 
Prolonged starvation of this kind results in a mobilisa- 
tion of the fat reserves and a fatty infiltration of the 
liver; and a fatty liver without glycogen reserves is 
a liver‘much more susceptible to the effects of various 
poisons. 

So far we are dealing with a vicious circle of vomit- 
ing, starvation, glycogen depletion and dehydration, 
and we find their manifestations in blood and urine— 
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acetone bodies and a high ammonia ratio in the urine, 
and a relative increase of non-protein nitrogen in the 
blood. If these patients are not properly treated 
and the carbohydrate deficiency made good they may 
die, and the post-mortem appearances are those of 
death from starvation. 


HYPEREMESIS GRAVIDARUM 


When the vomiting is severe and persistent enough 
to be termed pernicious—hyperemesis gravidarum— 
it may be, as some declare, that the original sickness 
is being maintained and enhanced by a neurosis, or 
that adequate treatment of starvation is not being 
supplied ; but in the severest cases—and they are 
rare—it is clear that profound tissue damage is 
taking place. Where death occurs, post-mortem 
examination reveals not only the evidences of carbo- 
hydrate starvation, but actual necrosis of the liver 
cells, and perhaps scattered hemorrhages also. 
Here, surely, we are dealing with a condition of 
hepatic damage in which are involved to a more or 
less degree the two complementary factors of a liver 
more liable than normally to cell injury and of some 
outside poison. We have already seen that a 
glycogen-depleted liver is less resistant to poisons, 
and that pregnancy makes a heavy call upon the 
body’s store of glycogen. These facts seem to me to 
make unnecessary tke present-day speculation, vague 
and unproved, that hyperemesis gravidarum is a 
deficiency disease, due to the insufficient intake of 
some undefined substance or substances necessary 
for the maintenance of maternal and foetal metabolism. 
Is the skght apparent toxic effect of the early ovum 
upon the mother enough to account for a poisoning 
lesion in a susceptible liver? It is difficult to think 
so, because the condition is so infrequent as to show 
that in spite of pregnancy the hepatic reserves are 
usually adequate. It is much more likely that the 
main factor is some outside poison which damages 
the liver cells, bacterial or chemical; and I suggest 
that here we ought to think more of the possible 
causes of hepatitis and less of the pregnancy itself. 
The onset of pernicious vomiting is usually early in 
pregnancy, in the second or third month ; and there 
is one line of inquiry which perhaps merits more 
attention than has hitherto been given to it. I 
wonder in how many’ cases the poison is chemical, 
from some abortifacient or other? I recall a patient 
whom I saw in consultation, three months pregnant, 
seriously ill, though she did not die ; she had hepatitis, 
with an enlarged tender liver, persistent vomiting, 
and subicterus. She later confessed that she had 
done her best “by taking things” to procure an 
abortion. The same chemical factor may explain 
some at least of the cases of acute or subacute yellow 
atrophy of the liver, seen in the later months of 
pregnancy. Indeed, if it is true, as is nowadays 
suspected, that there is a large amount of attempted 
termination of pregnancy, it is perhaps surprising 
that more of these cases do not oceur ; that they are 
so rare speaks volumes for the hepatic and renal 
reserves of even the pregnant woman, making it 
appear even less likely that the normal ovum produces 
any very serious “ toxins.” 

To sum up: vomiting is a symptom only, even in 
pregnancy, and therefore it would be wise to drop the 
term hyperemesis gravidarum in favour of more 
pathologically minded definitions—as for example, 
carbohydrate depletion, neurotic vomiting, hepatitis, 
and in some cases, even in early pregnancy, chronic 
nephritis. To attempt this would at least ensure a 
constant challenge to exactness of diagnosis. 





Let us now turn to the “‘ toxemias ” which manifest 
themselves mainly in the later months of pregnancy. 
Here again there is a widespread lack of agreement on 
classification and terminology, and one comes across 
labels such as the kidney of pregnancy, albuminuria 
of pregnancy, low reserve kidney, albuminuria due 
to pregnancy, recurrent pregnancy toxemia, and so 
on, which remind one of a similar orgy of classification 
sometimes seen in studies in nephritis. I propose 
to confine what I have to say mainly to albuminuria 
occurring in pregnancy, nephritis, and eclampsia. 


ALBUMINURIA 


Albuminuria is but a symptom and not a disease 
entity ; but because taken even by itself it is so often 
a danger signal, routine examination of the urine 
for albumin sometimes so takes the attention of the 
practitioner that he may forget to add certain other 
simple but important investigations—the examination 
of the urinary deposit, for example, for casts, red 
blood corpuscles, or pus cells. Albumin in the urine 
may come from admixture with vaginal secretion, from 
various inflammations or ulcerations of the bladder or 
ureter or a pyelonephritis, or from damage to the 


‘ kidney cells themselves, that is to say to the renal 


barrier between circulating blood and urine, with 
increase of its permeability either from inflammation, 
as in nephritis, or deficient oxygen supply, as in 
congestive heart failure. A catheter specimen is 
therefore always advisable, and if albumin is present, 
the finding of pus cells, crystals, red blood corpuscles, 
or casts of various types will help to define what is 
the underlying lesion. Moreover the persistence or 
disappearance of these various constituents over a 
proper period of investigation will again throw light 
upon the nature of the trouble, and reveal whether the 
obvious damage is temporary or permanent. 


NEPHRITIS 


Nephritis in pregnancy does not differ in essence 
from nephritis apart from pregnancy, though there 
are some special considerations in pregnancy which 
are worthy of mention. My own view is that the 
only really practical classification of nephritis is 
into the two categories of acute and chronic. What- 
ever the cause, the important fact is the degree of 
damage to the standing army of approximately ten 
million nephrons which make up the architecture of 
the kidneys. When sufficient numbers of these units 
are put out of action, then the remainder may be 
able to meet normal calls on excretion, but will fail 
under strain; if more units still are destroyed the 
survivors will be unable to meet even the minimum 
of normal demands. The damage to the individual 
nephrons may, of course, be only temporary, or it 
may be final and permanent ; some may be put out 
of action for a time, yet may live to fight again. In 
any patient, pregnant or otherwise, renal failure may 
be due to a single attack of acute diffuse nephritis, 
or to a summation of many less extensive lesions 
whereby fewer and fewer nephrons are left alive and 
intact. It is common medical experience to find that 
an apparently sudden attack of acute nephritis is 
in fact superimposed upon a previously unsuspected 
yet pathologically quite extensive chronic nephritis ; 
or that chronic nephritis of what must be long stand- 
ing does not become clinically obvious until there 
is some unwonted strain on the whole organism. 
There seems to be no doubt that pregnancy is one 
of these strains—indeed someone has called it the 
acid test of renal function ; and as might be expected, 
increasing age and multiparity predispose to the 
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breakdown of hitherto adequate renal function. 
I do not propose to review here the almost frightening 
mass of literature on the subject ; the curious reader 
will find an admirable compendium of it in Dame 
Louise Mcllroy’s recent book, “The Toxzmias of 
Pregnancy.” ‘There are two studies, however, which 
bear closely on the point I wish to make. One is by 
G. F. Gibberd (1934), on the relationship of the 
toxemias of pregnancy to nephritis, in which he sets 
forth the results of a follow-up of cases of “ albu- 
minuria of pregnancy.” In it, he advances the 
theory of ‘‘ occult nephritis ” to explain the recurrent 
nature of this so-called toxzmia in certain patients, 
this nephritis being the result, he thinks, and not 
the cause of the toxemia; though there seems to 
me no valid reason why in some cases at least the 
nephritis should not be “‘occult”’ even before the 
onset of the first attack of albuminuria. 

Browne and Dodds (1930) were able to produce 
just such an “occult nephritis” in rabbits by the 
injection of uranium nitrate or sodium oxalate. 
They then observed the animals through a succession 
of pregnancies. In many of them they noted a 
recurrent “‘albuminuria of pregnancy,” appearing 
in the second half of pregnancy, disappearing entirely 
in the intervals between the pregnancies. In these 
intervals the animals seemed to be normal, and 
there were no changes in the blood chemistry to 
suggest any kidney defect. Nevertheless their 
kidneys showed microscopical evidence of actual 
nephritis ; all the while, then, they had a mild degree 
of chronic renal damage which was exacerbated under 
the strain of pregnancy, and afterwards the animal 
settled down again to an apparently normal clinical 
picture. But with each attack we must see in imagina- 
tion more casualties to the already depleted forces 
of the fundamental renal units. Sooner or later, as 
Gibberd’s figures indicate, these casualties to the 
nephrons will end in such depletion of the reserves 
that chronic nephritis becomes clinically obvious. 
If anyone should ask, ‘‘ What is the exact mechanism 
of the damage to the renal units in pregnancy ?”’ it 
might be the better part of valour to reply with a 
counter-question, “‘What, anyway, is the exact 
mechanism of damage in cases apart from preg- 
nancy ?”’ All too often it is impossible to pin down 
the damaging factor. In pregnancy, however, there 
is this suggestive fact: the longer so-called toxemic 
albuminuria exists before the uterus empties itself 
or is emptied of its contents, the more likely is the 
development of a persistent nephritis. 

In summing up this section, I would emphasise 
the following points: damage to the kidneys means 
for practical purposes damage, temporary or per- 
manent, to individual nephrons. Chronic nephritis, 
whether clinically obvious or not, is apt to be made 
worse by pregnancy, though the exact mechanism 
of this damage is not clear. There is evidence that 
underlying nephritis predisposes not only to death of 
the fetus and abortion but also to “toxemias of 
pregnancy ’’—some cases of eclampsia, for example, 
and some cases of accidental antepartum hemorrhage. 
There is also evidence that the various toxemias of 
pregnancy themselves may leave behind a trail of 
fatally damaged renal units, and determine the 
development of a clinically obvious chronic nephritis. 


ECLAMPSIA 


The theories of the causation of eclampsia are 
legion; here are some of them: auto-intoxication, 
toxemia from fetal elements or foetal metabolites 
or placental products, endocrine disturbances, faulty 
diet, maternal metabolic disturbances, infections, 
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reactions of agglutination or hemolysis, anaphylaxis, 
mammary toxzemias, alterations in amniotic fluid. 
We had better turn straightway to the known patho- 
logical appearances of patients who die from the 
disease. The liver is pale, with scattered red areas 
of hemorrhage both in the parenchyma and under 
the capsule. There is often thrombosis of intra- 
hepatic portal vessels, with necrosis of the liver cells 
particularly at the periphery of the lobules. The 
kidneys also show scattered areas of small haemor- 
rhagic infarcts, with diffuse though usually not 
severe glomerulitis, narrowing of the renal vessels, 
and degenerative changes of varying intensity in 
the convoluted tubules. On the whole, the renal 
changes are mild. There may be scattered hamor- 
rhages and necrosis in the heart muscle, and similar 
patches of hemorrhage and necrosis in the brain. 
The clue to the picture lies in a widespread capillary 
injury, with consequent thromboses and interstitial 
blood extravasation and edema throughout the 
tissues ; the necroses which occur in various organs 
are almost certainly the results of this primary 
vascular damage. 

With this pathology in mind, recall the more 
important clinical features of the disease—the raised 
blood pressure, the cedema, the convulsions, the coma. 
Are we not dealing with a condition analogous to 
that which in general medicine we recognise as the 
‘‘hypertensive cerebral attack,’ a complication 
particularly of acute nephritis in young persons, or 
in older patients of raised blood pressure which may 
be either primary or secondary to chronic nephritis ? 
Volhard (1931) calls this condition acute pseudo- 
urzmia, and thinks that eclampsia is a typical example 
of it. A raised blood pressure is the determining 
factor, with damage and therefore increased per- 
meability of capillary walls, and in some cases areas 
of angiospasm, ischemia, and following this, diape- 
desis of red cells through the vessel walls. In either 
case there is cedema, localised areas of extravasated 
blood, and in the severest cases consequent cell 
necrosis from pressure. In this way there develop 
focal lesions in organs like the liver, kidney, brain, 
and retina. Whether eclamptic convulsions are 
associated with a high or normal non-protein nitrogen 
content of the blood will thus depend on the etiology ; 
cases which complicate an old-standing nephritis 
will show an increase, but it is clear that cases arising 
as it were de novo may not. In confirmation of the 
vascular basis of eclampsia, there are some fascinating 
observations by Haselhorst and Mylius (1928). They 
watched the optic fundus in a case of eclampsia from 
hour to hour, and took photographs. At first there 
was intense spasm of the retinal vessels; then as 
the blood pressure rose hemorrhages and exudation 
appeared, with odema of the retina. After the 
uterus was emptied the spasm of the vessels passed 
off, the cdema cleared, and the retinal exudate 
slowly resolved. The cedema of the retina may be 
so abundant that it may, as Doggart says, “‘ push 
the retina right forward without folds, until it looks 
like a full-blown sail”; but as one might imagine, 
if the above is a correct pathological description, 
the prognosis in this eclamptic detachment of the 
retina is quite good, provided that there is adequate 
treatment of the eclampsia. 

What will happen to the liver and the kidneys 
will depend on the extent of the cell damage, and on 
how long the ischemia and cdema persist. It is 
clear that there is a serious danger of permanent 
renal damage even in the cases which recover, and 
there is enough evidence to show that this does in 
fact happen in a large number of cases. 
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But what precipitates this form of capillary damage 
and the hypertensive cerebral attack? The fact 
that primipare suffer in the proportion of about 
8 to 1 as compared with multipare suggests that the 
majority of the cases are not due to primary or 
secondary hypertension, but to some acute vascular 
disturbance with increased permeability of thin- 
walled and comparatively young vessels. Immediately 
the possible explanation of it as an allergic mani- 
festation comes to mind. And I think that it is some- 
thing more than a groundless speculation. For if 
we turn to the diffuse glomerulonephritis associated 
with streptococcal infections such as tonsillitis or 
scarlet fever, there is a considerable time lag between 
the onset of the infection and the onset of the 
nephritis, suggesting that the process is not quite 
as simple or straightforward as might be thought. 
Work which has come from Fahr and his co-workers, 
and from Arnott, Kellar, and Matthew (1936) does 
bring experimental support to the theory that this 
form of acute nephritis is an allergic phenomenon, 
due to an intense antigen-antibody reaction in a 
patient with a streptococcal infection. Is eclampsia 
after all just such an allergic illness? If so, what is 
the antigen, and whence comes it? Does it come 
from the fetal side of that complex separating 
membrane, the placenta? And, if so, is it because 
that semipermeable membrane is damaged, and so 
lets through some substance to which normally it 
raises an impassable barrier? Once more we find 
ourselves asking questions which as yet have no 
answer; but they are questions which have a basis 
of reason, and therefore they may be asked with some 
degree of hope. 

I have said little about biochemistry in this survey ; 
for my view is that the proper interpretation of what- 
ever biochemical findings are made in blood and 
urine cannot be clear until there is a sound conception 
of the pathological basis of these various diseases. 
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THE AMERICAN IDEAL 


THESE are times when citizens of the United States 
and the British Commonwealth should dwell on the 
aspirations they share rather than on their differ- 
ences of accent. Just as anatomy can sometimes be 
learnt best through embryology, so the nature of a 
nation may be more obvious in its history than in 
the complex a presents to contemporaries. 
Mr. Arthur Bryant used an embryological approach 
in his description of ‘‘ The American Ideal,” ! for he 
traces its development by showing how it has been 
expressed in the past 150 years by eight different 
men—Jefferson, Lincoln, Emerson, Whitman, Theo- 
dore Roosevelt, Walter Page, Vachel Lindsay, and 
Alan Seeger. ‘‘ The dream of the plain man seeking 
bread in the wilderness,” as he did in the old days, 
runs through the history of the States. To Jefferson 
society must be kept as simple and unrestricted as 
possible; to Lincoln government was no office 
problem but an affair of the man in the street, who 
must have a fair chance in the race of life. The 
American ideal was born in revolt against the dead 
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pour of custom and privilege, and if the individualiem 

of ‘“‘the independent farmers and freeholders’”’ to 
whom Jefferson entrusted the liberties of the future 
no longer seems a sufficient basis for national life 
it must at all costs be modified rather than destroyed. 
By making the reader see and sympathise with the 
aims of these great men Mr. Bryant demonstrates 
the importance of the American experiment both 
yesterday and to-day. 


WORK AND RHYTHM, FOOD AND FATIGUE 


Tus is the title of a pleasant little book,' con- 
sisting of a preface and epilogue and five essays 
upon Nutrition, Fatigue, Emotion and Stress, 
Rhythm, and Nutritional Adaptations to Stress and 
Fatigue. Each of the subjects is treated in relation 
to modern life, and the trend of recent research is 
indicated. The author claims no authority either by 
word or manner, and his interpretations of experi- 
mental evidence, if not “‘ cast iron ”’ at least lead to 
sensible conclusions and are given and must be taken 
as opinions. There is no fanaticism in his ideas 
about the rhythms of life in general, and its very 
absence helps to persuade the reader of their 
importance. Neither is there anything militant 
about his advocacy of various reforms, and one 
reads with relief that he actually detects some 


' favourable trends in our modern civilisation. Besides 


being instructive, the book is a plea for the recog- 
nition that it is the simple things, like food and 
rest, which make life worth living—‘ nutrition is 
not of bread alone, but rest, rhythm, the absence of 
din and hurry, and the unpolluted air and waters of 
unspoilt countrysides are factors in it too.” 
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MARK, E. G. L., M.B. Edin., House Surgeon, St. Mary Abbots ; 
ROLAND, HERIOT, M.B., Clinic al Assistant, St. Mary Abbots ; 
THOMSON, EMILY 8S. O., M.B. Edin., C ‘linical Assist., Fulham ; 

District Medical Officers 
AMBROSE, J. E., M.B., N.U. Irel., Temp. D.M.O., Canonbury ; 
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